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Most psychiatrists spend their years help- 
ing their patients to get well. My years have 
been spent rather differently, and out of that 
difference possibly some difference in the in- 
terpretation of experience may have come. 
What I have to say will, therefore, not be 
very new, but the emphasis may be some- 
what different. The treatment of patients 
is certainly the basic mission of psychiatry, 
and I often wish I could have held on to 
clinical work more than I have. It is the 
foundation for any service psychiatrists may 
render beyond the treatment of their pa- 
tients. The psychiatrist sees a great many 
patients and each of them magnifies for him 
the forces that affect all people. Each also 
magnifies reactions that well people show 
less perceptibly. 

It is what the psychiatrist learns from his 
patients that warrants his excursion into 
broader fields. But there are some who 
challenge this use of his time. They argue 
that our countries have offered poor leader- 
ship to the world because we have occupied 
ourselves with cure instead of prevention. 
They forget that social progress slows up 
or stops altogether as we cut our ties with 
those, in our case our patients, who give us 
the leads to progress. They forget that we 
cannot ignore the sick unless we are thick- 
skinned. They forget that a people that has 
calloused itself enough to neglect the sick is 
apt to lack the compassion and the zest to 
protect the well. Maybe they are trying to 
impress us, by the use of hyperbole, with 
the need for more attention to prevention. 
With that purpose we all agree. 

It is in trying to get his patients well that 
the psychiatrist is continually blocked by 
the unknowns of his field. It is his impa- 
tience with this thwarting that impels him 
to research. Also, it is in trying to get his 
patient well that he discovers opportunities, 


1 Read at the 106th annual meeting of the Ameri- 
can Psychiatric Association, Detroit, Mich., May 
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already lost, that might have helped to pro- 
tect the patient’s mental health or to restore 
it. It is these lost opportunities that move 
the psychiatrist toward an interest in pre- 
vention. But there are still too few psy- 
chiatrists who are working beyond the pa- 
tient to take advantage of his beckonings. 

The patient tells us more than about his 
need for help and our own scientific vacua. 
He tells also how woefully unprepared are 
many of those who tried to help him in the 
earlier stages of his illness before the psy- 
chiatrist came. He tells of those who, with 
good intent, but devoid of skill, supported 
him as he tried to walk, and at the same time 
tripped him. The patient lets us know, if we 
are skillful in our treatment and thorough 
in securing a history, who the fumblers are 
and wherein they fail. There still remains 
a task of social statesmanship to do some- 
thing about it. The task is one of changing 
habits and attitudes. For this the psychia- 
trist is better prepared than most profes- 
sions. It is also a matter of finding the time 
and resources. That we have not followed 
the leads given by our patients in itself war- 
rants our serious study. Is it because our 
perspectives have been narrowed, or because 
we have been buried in a case load, or both? 

But there is one more thing that the pa- 
tient tells us. He says that he has lived in 
a community since he was born—everybody 
lives in a community. He tells us of the 
ways in which his community was not a good 
place to live in. About that he gives us 
chapter and verse. Was his neighborhood 
one that the community merely tolerated, or 
one that it was proud of and that fostered 
his growth? Was his school one that the law 
made him attend, although unsuited to him 
because he was not average, or was it one 
that was sensitive to his needs and took 
every opportunity to develop his talents? 
Was his job a kind of rat race around and 
around without a goal, or did it call upon 
and develop his talents? 
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These two revelations of the patient—the 
revelation about fumblers who failed to help 
when they might have, and about the com- 
munity that violated him—today command 
the attention of even fewer psychiatrists than 
does research. This is true in spite of the 
fact that fumblers and unwholesome com- 
munities break people down, in spite of the 
fact that they hinder our therapeutic efforts 
or spoil our successes. 

The pursuit of these two leads confronts 
us at almost every turn with unknowns, with 
the need for study and experiment. This 
world beyond the patient is so new. Yet to 
study these forces in the community in the 
effort to dispel ignorance and make the com- 
munity more wholesome is not accorded the 
same dignity as a nicely controlled laboratory 
experiment. Still, anyone who has worked in 
the community and followed the ramifica- 
tion of cases knows how inextricable psy- 
chiatry is from every other aspect of the 
community, from public health, education, 
recreation, financial independence, work, 
and religion, and how inseparable these are 
from one another. He knows how confusing 
and damaging it is to separate the various 
services as they have been separated by the 
different agencies. He also knows how hard 
it is to do something about this splintering. 
We tend to neglect both the study and the 
possibilities of correction of these ulterior 
forces. Yet psychiatry itself is their victim. 

I say that the splitting up of services to 
people has been bad for them, and if we can 
understand what has been done to psychiatry 
itself we can appreciate the disintegrative 
tendency that has affected all our community 
services. Psychiatry has been especially dis- 
advantaged in pursuing the leads given by 
its patient, for its major expression—the 
state hospital—represents a function that has 
been ripped out of its community and placed 
off by itself where its community relation- 
ships are harder to maintain. At the same 
time the state has not been too generous in 
providing it with the exceptional facilities 
that it needs to recapture this relation. This 
has been unfortunate both for our patients 
and for those who are beyond the patient in 
the community. For psychiatrists deal with 
a form of illness that affects millions and 
behind this illness are factors that affect all 


the rest of us. Its cases represent high 
magnification of human deviation. Psychia- 
try has developed an approach to the study of 
such deviation that is broad and deep. It has 
acquired knowledge and skill that are needed 
for dealing with behavior disorders of man 
in whatever professional sphere they may 
be found. 

One need only study the evolution of the 
field of social work to understand how much 
the introduction of a new element—psychi- 
atric knowledge—has furthered that field as 
a discipline of human behavior. That a few 
lay persons may assume undue authority for 
the treatment of the emotionally ill is a small 
even if irritating thing, compared to the 
great gains that have come through strength- 
ening the social workers’ proper skills. Psy- 
chiatry has to its credit that it has sensed 
the danger of proprietorship of its knowledge 
and has fostered the assumption of respon- 
sibility for problems of human behavior in 
those who are not patients, but are instead 
clients or pupils, parishioners or proba- 
tioners. On the other hand, psychiatry has 
at the same time and for the most part been 
jealous of its scientific approach and has in- 
sisted that, if it is to join hands with these 
other fields, they shall base their functions 
upon sound principles. 

This extension beyond the patient has been 
a good investment for psychiatry. There has 
returned to it a body of experience obtained 
through the peculiar situation of these other 
professions, which gives us a richer under- 
standing of behavior and the conditions of 
life that determine it. 

When I say that the psychiatrist has some- 
thing very special to offer, I am not thinking 
in generalities, nor am I trying to stake out 
new fields or prerogatives for psychiatry. 
I face with some humility the fact that psy- 
chiatry has not more to offer. Had it not 
been so overtaxed and separated from its 
communities it might have built up a greater 
body of knowledge and skills about people 
within and beyond its clinical frontiers ; and 
still within these frontiers it has something 
very definitely valuable. 

There are many agencies whose work calls 
for a close partnership with psychiatry. 
Some of these are local, such as the schools 
or the health authorities. Comparable agen- 
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cies have been established to deal with world 
problems. Of these, two in particular have 
already established a tie with the American 
Psychiatric Association, through the World 
Federation for Mental Health. These two are 
UNESCO and the World Health Organiza- 
tion. Psychiatric participation in the work 
of these agencies has already shown how 
helpful psychiatry can be when it translates 
its clinical experience for use with broader 
or nonclinical problems. 

I‘have been rather positive that psychiatry 
has learned from its patients facts and tech- 
niques that have value beyond the patient. 
What are these things that psychiatry can 
offer today? 

First, in its work with patients psychiatry 
has developed a clinical approach. That is, 
it first defines the problem. Then it studies 
the evolution of the problem to discover 
what steps it followed. In other words, it 
studies the problem genetically. It also tries 
to identify the forces that came to bear in 
producing these steps. In other words, it 
has a dynamic approach. Then in so far as 
these forces are still of importance, it deals 
with them therapeutically, This is the clini- 
cal approach, but it is also the effective ap- 
proach to many of the problems outside of 
the clinical field where the human factor is of 
the essence. But it is so commonplace to psy- 
chiatrists that they often forget that the 
clinical approach may be strange to others. 

In my time I have seen a great many sur- 
veys of communities or individual agencies ; 
surveys of communities and their problems 
are, of course, or should be, studies of people. 
And yet again and again these surveys com- 
pletely ignore the genetic and dynamic ap- 
proach that is a commonplace in psychiatry. 
So often they begin with a conclusion rather 
than with mustering of the facts. 

Second, psychiatry deals with breakdown 
or failure. It is accustomed to the idea that 
human breakdown is the best indicator we 
have of the forces that affect the healthy as 
well as the sick. But the public has not 
looked upon these things that way. They see 
mental and social breakdown as a disgrace, 
something to be hidden; and, of course, if it 
is hidden they cannot study it, and if they 
do not study failure they cannot benefit by 
it. Industry has done better, not because it 


is wiser, but because its very existence de- 
pends upon its facing its failures head-on 
and correcting them. If it ignores the flaws 
in its product, it loses its market. Social 
failure also can be turned to positive account. 

Third, psychiatry has turned a higher 
powered microscope on attitudes than any 
other profession. It knows something about 
their fixity, wherein they are vulnerable, and 
under what conditions exhortations may 
change attitudes or fail to change them. It 
knows something of the signs of change of 
attitudes. It has learned when to discount 
or to reinterpret the words people say sup- 
posedly to describe their attitudes, or even 
completely to discredit these words. On the 
other hand, psychiatry has learned the non- 
verbal signs whereby people often unwit- 
tingly reveal their attitudes. The crucial 
problems with which the people of the world 
are confronted today are greatly complicated 
because they are permeated with attitudes 
that have not been clearly identified and 
words whose meanings are not in the dic- 
tionary. Being confused, those who are in 
key positions grope and fumble for wise 
statesmanship. No psychiatrist that I know 
of is anxious to trade positions with the dip- 
lomat, but he has knowledge that can be 
of help. Already in international affairs he 
has been given enough of a trial to show that 
his knowledge of hostility and how to meet 
it can be turned to good account. 

Fourth, the psychiatrist has become very 
familiar with anxiety, and those who are 
dealing with community, national, and inter- 
national problems are constantly battling anx- 
iety either in themselves or in those with 
whom they deal. But the psychiatrist knows 
something of the disguises that anxiety may 
take, of the influence of action in allaying 
anxiety, and how this may be either construc- 
tive or destructive, depending on whether 
the action is applied in gestures or to fun- 
damentals. He knows that gestures are often 
used to relieve anxiety, but achieve nothing. 

Fifth, the psychiatrist has learned to talk 
with people, or more broadly to communicate 
with or without words. He can even receive 
messages from the patient that the patient 
does not know about. He knows something 
of what goes on between people when they 
come into contact with each other, of how 
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they spar, how they evade, how they talk in 
riddles, and how small talk may not be so 
small after all. And yet what he has learned 
is being used very little in conferences of far- 
reaching importance. We have many psy- 
chiatrists who could listen in on such con- 
ferences and write a story of the signs of 
hidden forces that came to play that would 
be really useful. 

Sixth, the psychiatrist is concerned with 
developing the powers of his patient within 
the patient’s own resources and talents. He 
tries not to impose his own ways on the 
patient. This is perhaps more an attitude 
than a technique, but it would be a new and 
useful attitude for those who are trying to 
bring about the development of the under- 
developed, whether in our communities or 
under President Truman’s Point Four in 
foreign lands. 

The psychiatric patient sits in the psy- 
chiatrist’s office. The psychiatrist knows that 
the yesterdays of that patient cannot be made 
over. Today’s reflections on yesterday can 
change. He knows that every tomorrow of 
that patient’s life will include that patient. 
What happens to the patient today will shape 
that tomorrow. Today alone is at hand. 
With the psychiatrist’s help the patient tries 
to understand and deal better with the prob- 
lems of this day—in fact of this hour or 
minute—here-problems of working with this 
psychiatrist. This is not simply to give him 
one happy hour out of a miserable week, 
month, or year. It is rather because that 
hour is dynamically related to the future and 
reactions to the past. 

Our law-makers and opinion molders also 
deal with our todays. They speak of the 
American scene and the world picture. But 
too often the scene or picture are static ideas. 
The psychiatrist sees today’s scene as part 
of a larger act that is part of a drama and 
the drama an excerpt of a continuous proc- 
ess. The picture is part of a cinema without 
start or finish. 

Today is important as a start and a means 
of redirecting that drama, not merely in 
making today less painful. The dynamics 
historian knows that but those who make his- 
tory use analgesics on today instead. 

The psychiatrist’s approach to this day 


and this hour may well be applied to the 
scene beyond the patient. The lobby of every 
legislative chamber might well include the 
psychiatrist, not to promote legislation, but 
to develop an understanding of what it means 
to deal with the ills of mankind by placebos, 
analgesics, and sedatives. A committee of 
this Association has been asked to consider, 
from this standpoint, the dynamic signifi- 
cance of compulsory health insurance. Its 
approach is revealing some rather new slants. 
Its report when issued will give new per- 
spective. 

Seventh, the psychiatrist knows a great 
deal about how families work and wherein 
they fail. He knows that families work in 
very different ways, while at the same time 
there is something consistent about them. 
This is experience and knowledge that are 
applicable outside the clinical sphere not only 
to families in our American communities, 
but to families in foreign lands subjected to 
the inroads of civilization. The leadership 
of our countries in this respect is clearly a 
most serious responsibility. Psychiatry’s ex- 
perience can help fulfill it. 

Eighth, and finally—although probably not 
finally—psychiatry has an extensive ac- 
quaintance with cultural difference, more 
than has been usually appreciated. It is not 
the cultural difference that is found between 
the cultures of different countries, although 
in this land of immigration he cannot escape 
some interest in the anthropologists’ contri- 
butions. The psychiatrist is much more ac- 
quainted with the differences that take place 
between generations, particularly in this part 
of the world in which that which obtained 
more than a decade ago is now “olden times.” 

It is because there are so many things to be 
done beyond the patient that I look for ways 
whereby each psychiatrist who will, may turn 
even a small part of his time in that direction. 
Our programs of the American Psychiatric 
Association have offered a forum for the re- 
ports of research. Our committees and those 
of our affiliates, if adequately developed, can 
offer an instrument for social action. For 
each of us there is an opportunity in his own 
community. Some may wish to go farther 
into the national or world community. 

Because of the very broad implications of 
what psychiatry has to offer on the broader 
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scene, it is an appropriate function for our 
Federal authorities to make provision for its 
use. Our governments have made a good 
start. They can do much more to tie the 
mental hospital closer to the community, and 
proposals for legislation to this end are being 
formulated. 


I have lived most of my professional life 
beyond the patient, conscious, however, of 
the fact that one must look over the shoulder 
of those who have felt the “slings and arrows 
of outrageous fortune,” and not relegate 
them to the rear. For only in that way can 
the right course be assured. 
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GEORGE S. STEVENSON, M. D. 


PRESIDENT 1949-1950 


A BroGRAPHICAL SKETCH 


GEORGE H. PRESTON, M.D., Arranta, Ga. 


George S. Stevenson, Hon. Sc. D., M. D., 
President of the American Psychiatric As- 
sociation, is a gentle person. That term, as 
used, does not imply lack of conviction or of 
force and aim. Some of his convictions 
might even be called stubborn, but he is 
nevertheless a gentle person, gentle with that 
sensitive gentleness which should be the dis- 
tinguishing mark of every good physician. 

Born in Philadelphia, October 5, 1892, of 
a typically American mixture of Quaker, 
German, and Italian stock, he grew up on 
his grandfather’s farm at Vineland, New 
Jersey. While at Vineland, his interest in 
medicine, probably initiated by a physician 
uncle, seems to have been directed toward 
psychiatric problems by contacts with E. R. 
Johnstone and Henry Goddard, of the Train- 
ing School for Feebleminded at Vineland. 

In 1911 a scholarship made it possible for 
him to enter Bucknell University. He partly 
worked his way through college with the jobs 
usually open to ambitious and industrious 
students, and graduated in 1915. 

On the advice of Dr. Henry Goddard, he 
chose the Johns Hopkins Medical School, so 
that he might have instruction in psychiatry 
from Dr. Adolf Meyer. An enlistment in the 
Army, which resulted in immediate reassign- 
ment to the medical school, did not interrupt 
his education or delay his graduation in 1919. 
After graduation he was appointed to an 
internship in psychiatry under Dr. Meyer. 
This period seems to have stirred his interest 
in the possibilities of preventive psychiatry. 
Following the internship he received an ap- 
pointment as assistant in neuropathology at 
the New York State Psychiatric Institute 
and, simultaneously, an instructorship in 
nervous and mental diseases at Cornell Uni- 
versity Medical School. 

In 1923, Dr. Stevenson returned to Vine- 
land, New Jersey, this time not as a boy on 
his grandfather’s farm, but as research psy- 
chiatrist at the Vineland Training School. 
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The following year he joined the staff of the 
demonstration child guidance clinic in Min- 
neapolis. This connection with the child 
guidance movement served as the starting 
point of his remarkable career in community 
psychiatry and of his long association with 
The National Committee for Mental Hy- 
giene. The association became official in 
1926, when he was appointed Field Consul- 
tant to the Division for the Prevention of 
Delinquency. That division, with the am- 
bitious title, was replaced the next year by 
the Division on Community Clinics and Dr. 
Stevenson was made its director, serving in 
that capacity until 1939, when he was ap- 
pointed to his present position as Medical 
Director of The National Committee for 
Mental Hygiene. 

While Director of the Division on Com- 
munity Clinics, Dr. Stevenson saw the very 
beginning of community psychiatry in many 
places in this country. Some small city or 
town would suddenly make up its mind that 
it wanted a child guidance clinic. Stevenson 
would be called upon to go and investigate 
the situation. Often the community had no 
idea what a child guidance clinic is. Usually 
it did not know that a clinic cannot function 
unless certain other fundamental services are 
available in the community. Stevenson had 
to find out what facilities did exist in the 
community, what the actual needs were, what 
practical goals could be reached, and how 
they should be reached. He then had to teach 
the people in the community what they 
needed as a first step toward community psy- 
chiatry and make them like the lesson. There 
could have been no better training in com- 
munity psychiatry than routine study of what 
each particular community needed and of 
how those needs could be met in a practical 
way. 

In addition, this position as Director of 
the Division on Community Clinics required 
Stevenson to supervise standards of person- 
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nel training and to check on the general out- 
line of clinic operation. Again this served, 
for him, as basic training for the work that 
he was to undertake later. 

His appointment as Medical Director 
of the National Committee for Mental Hy- 
giene marked the beginning of the second 
part of Dr. Stevenson’s career in community 
psychiatry. Instead of local problems and 
methods, he was now called upon to deal 
with national problems, and with top gov- 
ernment officials rather than with local 
leaders. 

Almost immediately after his appointment, 
he became concerned with the effects of war 
on the national mental health. This work be- 
gan with concern as to how men rejected for 
military service for psychiatric reasons might 
be salvaged for valuable civil work in the 
war effort. It went on to the formulation of 
plans for the care of psychiatric casualties, 
with particular emphasis on family and em- 
ployer attitudes. If you will bear in mind 
the sort of training that George Stevenson 
brought to this work you will see how well 
he was equipped to judge community 
strengths and weaknesses. His psychiatry 
was community psychiatry. 

Still later, his position as Medical Director 
of The National Committee for Mental Hy- 
giene made it necessary for him to help with 
the formulation and passage of the National 
Mental Health Act. He served a term as a 
member of the National Advisory Mental 
Health Council, and again his wide knowl- 
edge of the many communities in this country 
made him particularly suited to the duties 
that he was called upon to carry out. 

Because of the wide recognition of the 
value of his experience and advice, Dr. 
Stevenson has had close contact with all of 
the important national organizations working 
on the fringes of psychiatry. Note this par- 
tial list of agencies that he has served either 
as committee member, as advisor, or as board 
member: National Child Labor Committee ; 
American Association of Visiting Teachers ; 
American Public Health Association; Na- 
tional Council on Rehabilitation; American 
Association of Medical Social Workers ; So- 
ciety for Research in Psychosomatic Medi- 
cine ; Committee on the Problems of Alcohol, 


Division of Medical Sciences, National Re- 
search Council; Public Education Associa- 
tion; National Council on Family Relations. 

It was inevitable that Dr. Stevenson should 
move on to the next level of effective contri- 
bution to mental health: from local to na- 
tional and more recently to the international 
scene. When World War II had ended and 
it was possible to contemplate the future 
with some degree of hope, Stevenson was 
one of those who acted to bring nations to- 
gether in the interests of the mental health 
of the people of the world. The International 
Congress on Mental Health in 1948; the 
Executive Board of the World Federation 
for Mental Health; the United States Com- 
mission for UNESCO—these are some of 
his more recent interests. But they do not 
displace, they merely enhance, his basic in- 
terest in people and their welfare. 

Writing about the prevention of person- 
ality disorders, Stevenson once said: “The 
most inspiring goal of our search for more 
knowledge of the causes and determinants of 
personality and the disorders of behavior is 
the possibility of applying this knowledge to 
the refinement of human living.” Again in 
the same paper, he stated, “No preventive 
effort can be considered permanently fixed 
and settled... .. Preventive efforts require 
continuous readjustment. The search for 
newer and better methods goes on. It is 
never ending.” ? 

George Stevenson has a vivid but disci- 
plined imagination. At one period of his 
life he hung from a strap by one arm daily 
on the way to his office. While so hanging, 
he worked out a formula by which one could 
determine the day of the week of any date 
in the Christian era, allowing for leap year 
and the changes in the calendar. In spite of 
all this, he owns a farm, is married, has three 
children, and is a grandfather, and he still 
manages to be a highly human individual— 
which is, in itself, no small achievement for 
any psychiatrist. 

The President of The American Psychi- 
atric Association brings to the Association 
nation-wide experience and solid accomplish- 


ment, built up quietly and without display. 


1 Personality and Behavior Disorders, J. McV. 
Hunt, Editor. The Ronald Press, New York, 1944. 
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THE USE OF ANTABUSE (TETRAETHYLTHIURAMIDISULPHIDE) 
IN CHRONIC ALCOHOLICS * 


S. EUGENE BARRERA, M.D., WALTER A. OSINSKI, M.D., 
AND 


EUGENE DAVIDOFF, M.D. 
Albany, N. Y. 


Renewed widespread interest in the drug 
therapy of chronic alcoholism has been awak- 
ened recently by studies of Jacobsen and 
his collaborators(1-6) concerning Antabuse 
(tetraethylthiuramidsulfide). The reports of 
these Scandinavian investigators suggested 
that Antabuse was potentially more effective 
than previous pharmacotherapeutic proce- 
dures in the treatment of chronic alcohol- 
ism. Papers concerning the physiology and 
pharmacology of Antabuse have also been 
published by these observers(7-10). 

According to Martensen-Larsen(3), Anta- 
buse taken in doses 2-3 grams gives no symp- 
toms, except fatigue. After consumption of 
even small amounts of alcohol, however, a 
series of unpleasant symptoms develops. 
With a blood alcohol concentration of 10-20 
mg %, a deep flushing of the face results 
with consequent rise in skin temperature. 
The pulse is accelerated and increase in the 
cardiac impulse is observed. At somewhat 
higher doses, 30-60 mg %, nausea and vomit- 
ing may occur. As a rule blood pressure is 
unchanged or slightly reduced. The cardiac 
output increases about 50%, and the ventila- 
tion increases 100% or more. The carbon 
dioxide percentage in the alveolar air falls 
from about 5% to 4%. The symptom com- 
plex is accompanied with unpleasant sub- 
jective symptoms of uneasiness, fatigue, a 
pounding sensation of the heart, and short- 
ness of breath. 

The symptoms are considered to be due 
to a formation of acetaldehyde because in- 
travenous infusions of acetaldehyde, result- 
ing in concentrations corresponding to those 
observed after ingestion of Antabuse and 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the Department of Neurology and Psy- 
chiatry, Albany Medical College and Hospital, 
and The Veterans Administration Mental Hygiene 
Clinic, Watervliet, N. Y. 
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alcohol, give the same symptoms. In the 
blood, an increase of acetaldehyde is seen 
(5-10 times that obtained after the same 
dose of alcohol is taken by individuals not 
treated with Antabuse). 

The condition described above persists for 
4-4 hours after consumption of alcohol and 
is followed by a state of fatigue and sleepi- 
ness. The “hypersensitivity” to alcohol, after 
the ingestion of Antabuse, begins as a rule 
within a few hours and can be traced for 
10-14 days after discontinuing the drug. 

Some patients may suffer fatigue for sev- 
eral months, but otherwise the treatment 
results in no undesirable aftereffects. No 
severe pathological changes have been noted 
in urine analysis, liver function tests, electro- 
cardiograms, and blood counts. 

If treated with adequate doses of Anta- 
buse, all patients develop the described symp- 
toms after consumption of alcohol. No 
habituation to the drug occurs. On the con- 
trary, the sensitivity to alcohol increases with 
continued or repeated treatment, and the dose 
of Antabuse can be decreased accordingly. 


METHOD OF PROCEDURE 


This phase of the preliminary report con- 
ducted at the Albany Hospital and the Men- 
tal Hygiene Clinic, Veterans Administration 
Center, Watervliet, New York, is purely 
clinical and psychiatric in nature. Thus far, 
21 patients have been studied for a minimum 
of 2 months and a maximum of 4 months. 
They were all habitual drinkers. Fourteen 
patients had initial periods of hospitalization 
and were later followed in the outpatient 
clinic. Seven of the patients were followed 
in the outpatient clinic throughout their 
treatment and observation. All patients re- 
ceived careful and complete physical, neu- 
rologic, neuropsychiatric, and routine labora- 
tory examinations before drug therapy was 
started. 
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The first group of 5 patients treated with 
Antabuse was started on the medication 
shortly after admission to the hospital. At 
that time, the acute symptoms resulting from 
a recent alcoholic debauch had not yet com- 
pletely subsided. As a test procedure a mini- 
mum of psychotherapy was used. The pa- 
tients were merely told the drug might help 
them overcome the alcoholism, that there 
might be some unpleasant effects, and that, 
if they chose to, it was up to them to take the 
drug for an indefinite period of time. 

These first 5 patients treated were given 
1.5 grams of Antabuse on the first day, 0.75 
grams each morning for the next 2 days, and 
then were placed on a maintenance dose of 
0.5 grams of Antabuse for one week. These 
patients were carefully observed for toxic 
effects in view of the fact that they were still 
under the influence of liquor when the Anta- 
buse was given. All subjective and objective 
changes were noted. 

The second group of 16 patients consisted 
of 9 who had an initial period of hospital- 
ization and 7 who were under treatment and 
observation in the clinics. In this group psy- 
chotherapeutic procedures were employed 
after treatment was thoroughly explained. 
Treatment with Antabuse was deferred until 
the patients had fully recovered from the 
effects of acute alcoholism. The coopera- 
tion of relatives, social service agencies, and 
Alcoholics Anonymous was enlisted. Several 
talks were held with leading members of the 
A.A. group and their cooperation in the 
follow-up care of patients was obtained. 

These 16 patients were given 2 grams of 
Antabuse on the first day, 1.5 grams on the 
second day, and 1 gram on the third day. On 
the morning of the fourth day, 0.75 grams 
of Antabuse were given. In the afternoon 
or the evening of the fourth day a trial dose 
of alcohol was administered under controlled 
conditions. Preference was given to the 
patient’s choice of beverage. If whiskey was 
preferred 40-80 cc. were given; if beer was 
preferred, 350 cc. were given. The amount 
of antabuse administered after the fourth 
day varied with each patient. Range of 
dosage was from 0.5 grams to 0.75 grams 
daily. Patients were then given a second 
trial of alcohol on the eighth or tenth day 
of treatment. The dose of Antabuse was 
then decreased slowly at weekly intervals 


until the optimum maintenance dose was de- 
termined. This was considered to be the 
amount of Antabuse necessary to produce 
slight flushing of the head, mild dyspnea, and 
slight increase in pulse rate. 

The treatment procedure was adjusted to 
the individual patient. However, the aver- 
age maintenance dose varied from 0.125 
grams to 0.5 grams daily. 

The results obtained in these 21 cases 
treated with Antabuse were compared with 
21 cases of chronic alcoholism admitted to 
the Albany Hospital during the last months 
of 1948. 


RESULTS 
1. Effect on Alcoholic Habits 


Of the 21 patients treated for a period of 
2-4 months 14 discontinued the use of al- 
cohol entirely. Seven resumed their alcoholic 
habits; six of these were abstinent for a 
period of one month before discontinuing 
the use of Antabuse. 

Of the first 5 patients treated who had not 
recovered from their alcoholic state and 
who were given Antabuse soon after admis- 
sion to the hospital, 2 have abstained from 
the use of alcohol for a period of 4 months. 
Two resumed their alcoholic habits after one 
month had elapsed. One was lost sight of. In 
the 2 cases who discontinued drinking, psy- 
chotherapeutic procedures were employed 
subsequently. 

Of the 16 patients in the second group 
who received Antabuse after recovery from 
their alcoholic state and for whom a care- 
ful, more adequate dosage schedule and psy- 
chotherapeutic régime were worked out to 
suit their individual needs, 12 have discon- 
tinued the use of alcohol for periods of 2 to 
4 months. 

Of the 4 who resumed their alcoholic 
habits, one had been making fair progress for 
a while, but resumed drinking and was com- 
mitted to a state mental hospital. Another 
failed to respond and has not returned. The 
2 other patients discontinued drinking for one 
month but resumed their alcoholic habits 
and took the Antabuse only sporadically. 

In the control group of 21 cases treated 
by routine psychotherapeutic procedures only 
5 remained sober during a 3-month period 
of observation. The others resumed their 
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alcoholic habits within a month after dis- 
charge from the Albany Hospital. 


2. Physiologic Effects 


Under the controlled conditions of ob- 
servation outlined, none of the patients ex- 
perienced severe toxic effects of the combina- 
tion of Antabuse and alcohol. The first 5 
patients treated before they had recovered 
from their alcoholic debauch complained of 
a warm feeling about the head and neck and 
a heaviness in the chest during the first 2 days 
of treatment. Subsequently these symptoms 
subsided but a feeling of fatigue persisted 
during the first month. 

Three patients in this group displayed no 
subjective or objective symptoms after the 
first test dose of alcohol (40 cc. of whiskey). 
However, when the dose of Antabuse was 
increased from 0.5 grams to 0.75 grams daily 
for another week, the desired reaction to 
40-80 cc. of alcohol followed. The dose of 
Antabuse was then decreased to 0.5 gram 
daily. One week later, a test dose of 40-50 
cc. still produced a substantial reaction. 

One of these 3 drinkers, who was 60 years 
of age and had had 58 admissions to the 
Albany Hospital for acute and chronic alco- 
holism, discontinue. the use of Antabuse be- 
cause of its unpleasant effects and because of 
his desire to continue drinking, which was 
interfered with by Antabuse. 

Another patient who had had 5 admissions 
for early delirium tremens waited for the 
unpleasant effects of Antabuse and the test 
dose to wear off and then resumed drinking 
after discontinuing Antabuse. 

The other 2 of the first 5 patients became 
so apprehensive after experiencing the flush- 
ing sensation of the head and the dyspnea 
during the initial administration of Antabuse 
prior to their recovery from the effects of 
acute alcoholism that they refused to take 
a test dose of alcohol. A brief summary of 
their case records is presented below: 


Case 1.—M. W. Age 27. The patient was ad- 
mitted after alcoholic debauch and was taking 
paraldehyde upon admission. He was given 1.5 
grams of Antabuse. He immediately experienced 
shortness of breath, flushing of the face, and tired 
feeling. The next day, he was given 0.75 gram 
and the symptoms were repeated. He was placed 
on a maintenance dose of 0.5 grams daily and 
since then has refused to take a drink, and even 


declined to take the test dose, because he said he 
had made up his mind to stop drinking and was 
afraid he might be started again by the test alcohol. 
However, he was obviously apprehensive. He is 
still taking 0.5 grams of Antabuse and has not had 
a drink in 4 months. He said he had lost his de- 
sire for alcohol. 

Case 2—A. K. Age 49. The patient was ad- 
mitted after alcoholic debauch and he also had 
been taking paraldehyde. Following the first dose 
of 1.5 grams of Antabuse, he felt very tired and 
sleepy, experienced dyspnea, pressure in the chest, 
flushing of the face, and a “feeling of heat” in his 
head. As in Case 1, he was placed on a mainte- 
nance dose of 0.5 gram after the third day. He 
refused to take a drink of alcohol for one month 
and would not even take a test dose. His blood 
pressure upon admission was 140/85 and there 
was no change following Antabuse. However, his 
respirations increased from 16 to 20 and his pulse 
rate from 80 to 100. Although he had stated that 
he refused the test dose of alcohol because he might 
start drinking, he discontinued taking Antabuse 
after a month had elapsed. Recent social service 
investigation revealed that he was imbibing heavily 
again. 


The other patient in this group of 5 who 
discontinued drinking after taking the test 
doses said he was afraid to take alcohol be- 
cause of the effect it might have on him again 
while he was taking Antabuse. He has ab- 
stained for 4 months now. 

In the second group of 16 cases, after the 
test dose, greater flushing of face, increased 
loss of appetite, gastrointestinal reactions 
associated with nausea and vomiting, and 
more fatigue were noted. However, there 
was less shortness of breath than in the first 
5 cases. Other subjective features noted 
included a gripping feeling in the chest, 
uncomfortable sensations in the stomach, 
pounding of the heart, and a feeling of 
weakness. 

In summary, the most prevalent symptoms 
were flushing of the face, conjunctival in- 
jection, dizziness, headache, palpitation of 
the heart, a feeling of pressure in the chest, 
some dyspnea and nausea. Four of the 
patients developed transient vomiting of 
mild degree 8-10 hours after the test dose 
of alcohol was administered. Most of the 
unpleasant symptoms subsided after 45 to 
75 minutes. 

Of particular interest were the pulse and 
blood pressure changes. In all cases, the 
pulse rate ranged from 100 to 120 with an 
increase in rate of 20 to 40. Falls in blood 
pressure were noted in 12 of the cases. In 11 
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patients the fall averaged from 25 to 35 mms. 
In one case suffering from coronary artery 
disease a fall in blood pressure of 50 mms. 
was noted. This case is described in detail 
below: 


This 58-year-old white male was admitted to the 
Albany Hospital after an alcoholic debauch of 2 
weeks’ duration. He was extremely restless, 
apprehensive, dehydrated, and complained of 
insomnia. 

Past history revealed that he had had 6 other 
admissions for acute and chronic alcoholism. Three 
years before this admission he had a_ posterior 
myocardial infarction from which he recovered un- 
eventually but 2 years later developed auricular 
fibrillation with mild congestive failure. He was 
digitalized but auricular fibrillation continued. Nu- 
merous domestic and occupational conflicts re- 


of alcohol was administered under controlled con- 
ditions and results were obtained as listed in 
Table r. 

The complete reaction subsided in 75 minutes. 
The desired test reaction was obtained. He was 
then started on daily doses of Antabuse 0.5 gram 
daily. 

There were no significant changes in blood 
count, urine, N.P.N. of the blood, sedimentation 
rate, and cephalin flocculation or icteric index. He 
has been responding well to treatment and psycho- 
therapy. 


DISCUSSION 


The rationale of this therapy appears to be 
as follows: 

1. It isa variation of the conditioned reflex 
emetine aversion method. The favorable re- 


TABLE 1 


RESULTS IN CASE WITH CoroNARY ARTERY DISEASE 


B.P. 


Before trial dose 
of alcohol administered 140/90 
40 cc of alcohol ad- 
ministered at 7:45 PM 
:00 PM 90/60 


8 

8:05 PM 88/55 
8:10 PM 88/55 
315 PM 85/60 
8:20 PM 95/65 
8:25 PM 100/65 
8:30 PM 110/70 
8:45 PM 120/70 
9:00 PM 135/78 
9:15 PM 140/88 


mained unresolved and he continued with his 
drinking habits. 

Physical examination on admission for his recent 
alcoholic state revealed the following positive find- 
ings: B.P. 148/94, P-98, R 24, T 100.8. Conjunc- 
tive were injected and his face was slightly flushed. 
He was very dehydrated. Heart was enlarged. 
Auricular fibrillation with pulse deficit of 10 was 
present. Lungs were clear. Liver was 1 finger 
below costal margin but was not tender. 

Laboratory studies on admission revealed nor- 
mal blood count, Hb 15 grams, Rbc 5.1 million, 
WBC 9,500, 65% polys, 33% lymphs, 2 eosinophiles. 
Urine was negative except for specific gravity 
1.025. Blood nonprotein nitrogen 35 mg%. Sedi- 
mentation rate 5 mm./hr. Cephalin flocculation 
test and icteric index were normal. EKG showed 
evidence of posterior wall infarction and auricu- 
lar fibrillation. 

He was placed on a high carbohydrate, high 
protein diet, and parenteral B complex. After one 
week of treatment he recovered from his alcoholic 
episode. 

Antabuse was started on the eighth hospital day. 
After 5.25 grams of Antabuse a trial dose of 40 cc. 


Pulse R EKG 
Essentially as 


90 14 on admission 
100 16 

110 16 No change from 
100 16 previous EKG 
100 16 

90 16 

92 16 

92 16 

90 16 

90 16 No change from 
90 16 previous EKG 


sponse to the conditioned reflex treatment 
alone has been summarized and reported 
favorably by Voegtlin(11). 

2. The unpleasant effects produced when 
both alcohol and Antabuse are given together 
are most likely due to the increased concen- 
tration of acetaldehyde. 

3. In contrast to other forms of drug ther- 
apy or conditioned reflex methods, the un- 
pleasant effects are present not only each 
time the individual takes a small but ade- 
quate dose of Antabuse and imbibes alcohol 
but actually increases with continued treat- 
ment with Antabuse. 

4. The medical treatment with Antabuse 
for short periods not only induces the pa- 
tient to cease consumption of alcohol tem- 
porarily but if continued helps overcome the 
craving. The prolonged effect of Antabuse is 
a factor to be considered here. 
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I2 THE USE OF ANTABUSE 


IN CHRONIC ALCOHOLICS 


[July 


The Antabuse effects lasts 10-14 days after 
discontinuance of the drug and sometimes 
longer. In addition, the patient feels the 
effect each time he tries to fool himself 
by taking a drink surreptitiously. In this 
manner, people who are being treated by 
psychotherapeutic methods or in Alcoholics 
Anonymous are prevented from initial “‘back- 
sliding.” 

5. The most important aspect is that it 
prepares the patient for psychotherapeutic 
procedures and paves the way for these pro- 
cedures during the period of temporary ab- 
stinence and recovery from his alcoholic 
state. He is made amenable to the psycho- 
therapeutic procedures, which are accom- 
panied by efforts to secure the necessary 
changes in his habits, to readjust him so- 
cially, to give him confidence in his ability, 
to help him solve his conflicts, and to over- 
come the escape and other mechanisms in- 
volved in his alcoholism. Without psycho- 
therapeutic procedures, the treatment is of 
little value, as was indicated in our first 5 
cases. The 2 patients among the 5 who ceased 
drinking did so only because they were 
amenable to subsequent psychotherapy. The 
use of social service department educational 
conferences with the family and the aid of 
Alcoholics Anonymous are of considerable 
value. 

As Dr. Norman Brill has so aptly stated, 
the value of the drug seems to depend upon 
two other things: (1) a desire on the part 
of the patient to be helped, and (2) a will- 
ingness to take the drug with consistency. 
As long as the patient’s basic difficulties are 
not resolved, the desire for alcohol will per- 
sist and together with it a lack of desire to 
take the medication. In some instances, it 
would seem that the conflict over whether 
“Should I or should I not drink” will be 
displaced to “Should I or should I not take 
the drug.” When the need for drink is strong 
enough the drug will not be taken unless psy- 
chotherapeutic procedures are used. 

Therefore, it is important to emphasize 
that the chief value of Antabuse lies in the 
fact that it paves the way for psychothera- 
peutic procedures. Because of its rather pro- 
longed aftereffect and relatively mild reac- 
tion, as compared to emetine, particularly 
when given under controlled conditions, 
Antabuse in conjunction with psychotherapy 


may prove superior to other methods of 
treatment of chronic alcoholism. Its primary 
value used alone is to prevent back-sliding 
of the patient and it overcomes the initial 
craving for alcohol. 


CONTRAINDICATIONS 


Except for cases of myocardial failure or 
coronary disease, there are no definite con- 
traindications to the drug as yet. More- 
over, under controlled conditions of hospital- 
ization and careful medical checkup includ- 
ing electrocardiographic study, it is possible 
to administer the drug to individuals who 
have early myocardial failure. We have done 
so in one case without any harmful results. 
However, the drug should be given with cau- 
tion in the following conditions: (1) en- 
larged thyroid, (2) cirrhosis of the liver, 
(3) nephritis, (4) diabetes mellitus, (5) 
pregnancy, (6) epilepsy. 

The following studies are needed in order 
to determine delayed toxic effects: (1) pe- 
riodic acetaldehyde blood levels before, dur- 
ing, and after reaction to the alcohol Anta- 
buse test; (2) complete blood count and 
urinalysis; (3) routine blood pressure read- 
ings and pulse rate recordings; (4) electro- 
cardiogram; (5) liver and kidney function 
tests; (6) serum bicarbonate levels; (7) 
wherever possible special respiratory styidies 
in addition to objective routine check on 
respiratory rate and depth; (8) basal met- 
abolic rate; (9) electroencephalographic 
studies ; (10) studies on goitregenic effect. 


CONCLUSIONS 


At present the drug should be used under 
controlled conditions of observation and 
should be given under the gis of the psy- 
chiatrist at this time until further knowledge 
is obtained. If and when the value of the 
drug is further established, it may be re- 
leased to use by physicians but periodic psy- 
chiatric consultations and psychotherapeutic 
procedures should be instituted. 

Coordinated research studies by pharma- 
cologist, physiologist, internist, and psychia- 
trist are now in progress. The value of the 
controlled, carefully planned study, and pre- 
liminary complete check-up preferably in a 
hospital including psychotherapeutic pro- 
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cedures, is indicated in our study particularly 
by the difference in reaction between the 
first 5 patients treated as compared with the 
subsequent group of 16 patients. 

Under controlled conditions, severe un- 
toward effects are minimal. We observed no 
toxic effects of alarming proportions in any 
of our cases. However, indiscriminate use 
of the drug without careful planning is to be 
condemned. 

A battery of psychologic tests before and 
after Antabuse are valuable. The importance 
of follow-up and aid in the therapy by the 
social service department, when the patient 
is returned to the community, has been men- 
tioned. A complete team evaluation of the 
patient’s personality, including psychiatric 
examination, psychologic inventory and 
projective tests, and social service estimate 
of the patient’s adaptation in the family 
and community, is essential. The value of 
this psychiatric team in follow-up treatment 
cannot be overestimated. The determina- 
tion of which type of personality and under 
which conditions Antabuse may be most ef- 
fective can then be established. 


SUMMARY 


1. Fourteen of 21 cases treated with Anta- 
buse abstained from alcohol for periods of 2 
to 4 months. Twenty-one cases represent 
too small a group from which to draw many 
general conclusions. However, the drug ap- 
pears to have value in the treatment of 
chronic alcoholism but it has to be given 
under controlled conditions and in conjunc- 
tion with psychotherapy. It appears to be 
more effective than other drug or conditioned 
reflex therapies used previously. 

2. Further coordinate research including 
internal medical, pharmacologic, psychologic, 


and social service studies in conjunction with 
the psychiatric observations are indicated on 
a greater number of cases to establish the 
value of the drug. Furthermore, the patients 
should be studied over a longer period of 
time, 7. e., about a year, to determine the 
permanency of their abstinence. 

3. Under controlled conditions no severe 
untoward effects were noted. 
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A STUDY OF RESULTS IN HOSPITAL TREATMENT OF 
ALCOHOLISM IN MALES’ 


CURTIS T. PROUT, M.D., EDWARD I. STRONGIN, Pu.D., 
AND 
MARY ALICE WHITE, Pu. D. 
White Plains, N. Y. 


The efforts to attain an understanding 
and satisfactory interpretation of the factors 
in the personality of individuals who can 
no longer control the use of alcohol, as well 
as the care and treatment of these indi- 
viduals, are absorbing an ever-increasing 
amount of attention. In the past several 
years the results of the observation and 
treatment of patients admitted to the New 
York Hospital, Westchester Division, for 
the problem of drinking have from time to 
time been reported. In continuation of this 
plan, the present study of the treatment and 
observations made upon 100 men who con- 
stituted the total consecutive admissions of 
men patients between August, 1940, and 
January, 1948, who had been hospitalized 
because of overindulgence in alcoholic bev- 
erages, has been made. The statistical diag- 
noses were as follows: 


Without mental disorder: 


With alcoholic psychosis : 

4 
Alcomohc Geéterioration I 
With pathological intoxication ........... i 

100 


A review of the family background in these 
cases was significant. In the 2 preceding 
generations there was a history of suicide 
associated with alcohol in 4 and with known 
mental disorders in 3 others. Alcohol had 
presented a problem in the paternal ancestry 
alone in 30, in the maternal ancestry alone 
in 17, and in the combined 2 generations of 
maternal and paternal lines in 8 more, re- 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the New York Hospital, Westchester Di- 
vision, and the Department of Psychiatry, Cornell 
University Medical College, New York. 
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vealing at least a familial pattern in a total of 
55. Nine were reared in broken homes. In 
I2 instances the patient was an only child 
and the only male in 12 other families, and 
in only 36 were there more than 2 siblings. 
In addition, varying degrees of incapacita- 
tion from mental illness were revealed in 
another 28. It is of further interest, how- 
ever, to note that in g instances a spontaneous 
reformation with continued abstinence had 
taken place and that 5 of the patients who 
are now abstaining are from 5 of these 9 
families. 

In regard to the marital status, 20 of our 
patients had remained single, 14 were child- 
less though married, and 42 had been mar- 
ried but were separated or divorced, 1 was 
a widower, and 12 had been married 2 or 
more times. 

From the intellectual standpoint these pa- 
tients represented a superior group. Forty- 
six showed a Wechsler-Bellevue mean I.Q. 
of 120. Only 2 had failed to complete at least 
some part of high school work, and 68 had 
attended a total of 43 colleges, completing 
some part or all of the collegiate course. A 
majority of these actually completed col- 
lege requirements for a degree. Only 6 
claimed no occupation. Fifty-seven were 
associated with some business activity, 33 
were in the various professions, and 4 were 
from the farm and labor group. Reported 
religious leanings indicated that 72 were 
Protestant, 23 Catholics, 3 Hebrews, 1 
Quaker, and 1 atheist. 

Constitutionally these men were nearly 
equally divided between the athletic and 
pyknic habitus although 21 were either 
asthenic or dysplastic. The outstanding 
physical abnormalities, in order of fre- 
quency, were as follows: tremors, hyper- 
tension, enlarged liver, neuritis, heart mur- 
murs, injury scars, deafness, and poor oral 
hygiene. It is interesting to note that dur- 
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ing their hospital residence the incidence 
of injury while these patients were partici- 
pating in hospital activities was high, with 
a total of 37. The injuries were oc (aap 
character: bruises, dislocated or fra@tafred 
fingers, or sprained ankles. 

In 18 of our patients the use of alcohol 
had been associated with the abuse of drugs 
in varying degrees. While barbiturates were 
the most frequently employed, codeine, par- 
aldehyde, hashish, dilaudid, and bromides 
were reported. 

The average age at which these patients 
began drinking was 23 years, but the drink- 
ing did not become a serious problem on an 
average until about the age of 35. Various 
amounts of alcohol from a pint to 2 quarts 
were reported as consumed in a 24-hour pe- 
riod from the time of the onset of heavy 
drinking. Asa rule the drinking was periodic 
and this fact was generally reported by the 
patient at the time of admission as positive 
evidence that he should not be regarded as 
an alcoholic. 

The reasons for drinking, as stated by 
the patients, may be generally treated as en- 
dogenous or exogenous. Such factors as 
feelings of insecurity, loneliness, tension, 
insomnia, self-consciousness, dissatisfaction 
with physical make-up and with own achieve- 
ments appeared frequently, or a total of 79 
times. Exogenous factors, such as increased 
responsibility, world situations, the birth of 
children, deaths in the family, business prob- 
lems, marriage, financial stress, loss of 
money, or marriage of children, were men- 
tioned in 34 instances. Close mother attach- 
ment, overindulgent mother, close parental 
attachment, and friction with family were 
listed 30 times and sexual maladjustment was 
regarded as an important factor in 23. 

The personality traits have also been 
grouped. Descriptive terms such as sensitive, 
shy, self-conscious, inadequate, insecure, se- 
clusive, timid, anxious, rigid, and reserved 
appeared 115 times; extraverted, moody, 
easy-going, sociable, and outgoing, 25 times; 
and inordinate parental attachment appeared 
in 42 instances. A history of a particularly 
close attachment to the mother was present 
in 24 of the patients. Neurotic traits such 
as hypochondriasis, compulsions and obses- 
sions, enuresis, and eating problems were 


recorded specifically in 15, as contrasted 
with those traits more commonly regarded 
as psychopathic, such as gambling, temper 
tantrums, and behavior problems which ap- 
peared in 11. Overt homosexual practices 
were recorded in 4 of the histories. 

At the present time no conclusions can 
be reported from the psychological studies. 
Psychological data had been acquired during 
routine testing upon 46 of this group and 
these preliminary findings have pointed the 
way to a more systematic approach. It was 
learned that single or irregular testings 
were inconclusive but that follow-up exami- 
nations at regular stated intervals might be 
revealing, as was proved in the few cases 
so managed. It has been found necessary 
to design a study in which alcoholic patients 
will be tested at regular intervals during 
hospitalization. By keeping the time of test- 
ing constant, with a standardized psycho- 
logical battery, material will be obtained for 
the observation of changes that take place 
in each patient as reflected in these tests at 
the selected time intervals. The time inter- 
vals have been selected as (1) within the 
first week following admission, (2) three 
months after admission, and (3) six months 
after admission, or at time of leaving the 
hospital. The test battery consists of the 
Rorschach, Wechsler-Bellevue, and Thematic 
Apperception Test. 

In the management and treatment of these 
patients the benefits of the physical re- 
sources of the hospital were combined with 
the medical and psychiatric therapies. They 
were cared for in the same physical environ- 
ment as the patients who had been received 
for the treatment of psychiatric disorders 
of a functional nature and they soon devel- 
oped a mutual appreciation of the problems 
of each other. Their therapeutic programs 
were arranged and supervised by a physician 
to whom each was assigned. At the time 
of admission each patient was given a thor- 
ough physical examination together with 
laboratory and X-ray studies. Mental and 
psychological studies were also carried out. 
If toxic residuals were present, these were 
vigorously treated and the patient was en- 
tered upon a program consisting of physio- 
therapy, including hydrotherapy and mas- 
sage, occupational therapy, supervised social 
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activities, and physical education. Vitamin 
therapy was usually required, and as the 
physical health of the patients improved 
psychotherapy was instituted. As the fre- 
quently encountered irritability subsided the 
patients became interested in the programs 
and in their underlying problems. They 
gradually realized that the drinking was but 
a symptom of a deep underlying maladjust- 
ment and that they must not use alcohol in 
the future. They learned that their prob- 
lems of adjustment were similar to the prob- 
lems of others who were under treatment 
for some mental illness. Their assets, as 
well as their inadequacies, were evaluated 
and their capacities for better adjustment 
stressed. 

Toward the close of the period of hos- 
pitalization steps were taken to ease their 
return to life outside the protection under 
which they had been living. In several in- 
stances this was accomplished with the assist- 
ance of Alcoholics Anonymous, and again 
some of the patients commuted to and from 
the hospital in resuming their occupations. 
Many wished to take advantage of the op- 
portunity to return for occasional interviews 
after leaving the hospital. Throughout their 
residence in the hospital efforts were made 
to bring about the realization that they should 
never drink again. 

The great majority of these patients came 
to the hospital of their own volition and pe- 
titioned for certification by the court as in- 
ebriates for a period of care and treatment 
of 6 months to a year. In 6 of the patients 
the presence of mental illness of psychotic 
proportions required that they be admitted 
on court certification, or on physician’s cer- 
tificate, as mentally ill. 

A follow-up study has been carried out 
covering the activities of these men in the 
periods of 1 to 8 years since they left the 
hospital. The results have been statistically 
classified as follows: 


Still drinking, unimproved.................... 21 
Drinking, but managing better.............. 30 
Died after leaving the hospital (one suicide)... 8 
Deteriorated; hospitalized elsewhere.......... I 
Not heard from since leaving................. 15 

100 


Of the 25 considered as recovered, two 
have remained abstinent 8 years, 13 from 4 
to Sears, 5 from 2 to 4 years, and 5 from 
years. These figures closely parallel 
thoS® previously reported from this hos- 
pital(1). 


Brief abstracts of the case histories of 
3 of these patients will assist in illustrating 
the above findings. 


Case 1.—Mr. M.S.H. was admitted to the hos- 
pital, at the age of 34, on his own petition for in- 
ebriate certification in which he stated that he 
had been using alcoholic beverages to excess for 
the past 14 years. He was a married business execu- 
tive of Protestant faith. His father had used alcohol 
in moderation and was a brusque but successful 
retired engineer. The maternal grandfather, al- 
though a successful business man, is thought to 
have committed suicide. The mother is hypo- 
chondriacal, has undergone many major surgical 
operations, and is domineering. The patient re- 
sembles her physically and she has been over- 
solicitous and affectionate toward him. Two ma- 
ternal uncles and the patient’s only sibling are said 
to use alcohol excessively. The patient was re- 
garded as a weak and sickly child and had dis- 
played temper tantrums until well into childhood. 
While he had graduated cum laude from prepara- 
tory school, he was during that period a frequent 
target because of lack of physical development and 
felt unpopular and out of things. At college he 
began drinking to improve his popularity. His 
scholastic efficiency gradually dropped and he 
withdrew from college in his senior year. For a 
year he associated with his social inferiors, gam- 
bled and drank to excess. He then married an in- 
troverted and self-conscious girl toward whom he 
displayed episodes of violent temper and abuse when 
intoxicated but remorse and kindness when sober. 
His wife became pregnant 4 times, with 2 miscar- 
riages, I spina bifida who died at 4 months, and 
1 normal child. Gradually the marital relationship 
deteriorated and he became impotent. At 26 he 
was found to be a diabetic and was treated with 
insulin, which he used to simulate a suicidal at- 
tempt during one domestic argument. He had been 
employed for about 3 years prior to his admission, 
with fair efficiency in his work, although he ad- 
mitted that he was having increasingly frequent 
periods of amnesia while he continued to drink 
from a pint to a quart a day even though receiving 
psychiatric assistance. Throughout his married life 
there was much friction between his wife and 
his mother and, although they lived separately, the 
mother continued her oversolicitude for her son. 
His admission to the hospital was precipitated by 
a visit to the home by his mother. His wife re- 
newed her threats to leave him and he made a sec- 
ond suicidal gesture, this time with phenobarbital. 
Actually the admission took place over his mother’s 
protest. 

Physical examination following admission re- 
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vealed an asthenic male with immature, boyish 
countenance and receding chin. He had a mild 
sinusitis, some manual tremor, and laboratory 
studies revealed urinary sugar and a hypogl ia 
He presented at first a superficial sic 
which soon failed him and his expression became 
despondent. He stated that his mother had always 
had an unnatural affection for him and had always 
wanted to dominate him. He discussed her jealousy 
at the time of his marriage and felt she would have 
gone to any extreme to break it up. He said that 
whenever she had visited at his home he had drunk 
more in an effort to make her “not love me so 
much.” 

His hospital course was notable for his passive, 
complacent attitude. He quickly cooperated with 
his outlined program, socialized easily with per- 
sonnel and patients but attached himself to no 
particular personality. He revealed some ambiva- 
lence toward his mother by soliciting the physician’s 
help to persuade his mother to go away, then be- 
came quite upset emotionally upon hearing that 
she was ill. He spoke of his “very serious inferiority 
complex and repugnance for responsibility.” 

Upon the completion of his fifth month he began 
commuting to his work daily, returning to the 
hospital at night. At the end of 6 months he was 
discharged. He has continued to maintain contact 
at intervals and has maintained abstinence for 2 
years. 

In this case the patient was desirous of helping 
himself yet had been unable to do so even with 
medical assistance. The hospital environment pro- 
vided a situation in which he could with security 
ventilate his problems, rebuild physically and so- 
cially, and rehabilitate himself in the outside en- 
vironment with renewed confidence with support 
from the physician, under whose guidance this had 
developed, whenever he required such assistance. 
He has also been able to make a satisfactory 
adaptation to his marital situation. 


Case 2.—Mr. C.M.A. was admitted to the hos- 
pital at the age of 44, also upon inebriate certifi- 
cation for which he had himself petitioned. He 
stated that he had been unable to control his 
periodic overindulgence for the past 20 years. He 
was a married business executive and a Quaker. 
Although there were many successful antecedents 
on both sides in various walks of life, 2 of his 
paternal uncles were said to have been alcoholics 
and 1 brother suffered from convulsive seizures. 
His father had been a morally strict but very suc- 
cessful business man. The patient was the fourth 
in a family of 6. His early life was uneventful 
except that he had experienced difficulty in chang- 
ing from left to right handedness. Following his 
graduation from college he refused to join his 
father’s business and attempted to establish a busi- 
ness for himself. This soon failed and he became 
a salesman. Soon after this his father died but, in 
spite of the fact that the office from which he had 
been selling closed, he still refused to join the family 
business. He married and again located a job but 
this also failed and finally, at 35, he joined the 
family business in charge of sales. At this time his 


first child was born and his repeated overindulgence 
in alcohol is associated with this event. While in 
college he had started going on what he termed so- 
cial sprees but just prior to and following the birth 
of the child he began to drink nightly and to re- 
quire a morning drink to start the day. Two years 
later his drinking again became worse, associated 
with the birth of a second child. For the 5 years 
prior to his admission, his drinking bouts length- 
ened to a week or more and recurred every 2 or 3 
months. He admitted that at these times he 
drank up to 2 quarts a day and between bouts he 
was rarely abstinent. His business ability and do- 
mestic life deteriorated and after a trial in the 
army, resulting in his dismissal, he accepted the 
idea of hospitalization. He had been unable to 
abstain as a member of Alcoholics Anonymous 
and had given up his membership. 

Physical examination revealed a rather obese 
man with otherwise unremarkable findings except 
that his basal metabolic rate was — 16%. Mentally 
at the time of admission he was agitated, restless, 
and exceedingly concerned over his physical state, 
and he expressed a feeling of shame concerning 
his alcoholism. 

For several days he was irritable, disconsolate, 
and wished to remain in bed, complaining of a 
variety of pains. Gradually he became more so- 
ciable, but his participation in the hospital activi- 
ties was passively carried out. He often overate 
and revealed a lethargy and lack of interest through- 
out his hospitalization. Thyroid extract was of 
no assistance in increasing his energy or in con- 
trolling the obesity, in spite of the fact that the 
basal metabolic rate returned to normal. His 
mother died during his hospital residence and he 
reacted with a period of mild depression. In his 
therapeutic interviews he revealed the same apathetic 
disinterest except for occasional outbursts of irrita- 
bility and sarcasm. After 6 months’ residence he 
was discharged and left for home with his wife. 
His prognosis was questionable. His brother re- 
ports, however, that following an acute episode 
after leaving the hospital he became abstinent 
and is at present active in Alcoholics Anonymous. 
Through no fault of his own his business has not 
been going well but he has not resorted to alcohol 
in the past 3 years. 

This patient presented a passive, apathetic atti- 
tude throughout his residence yet obviously profited 
from the régime of guided activity throughout his 
period of protection and developed an adequate 
degree of insight to adjust to his outside problems 
with the aid of Alcoholics Anonymous, which had 
previously been insufficient for his needs. 


Case 3.—Mr. H.H.C. was admitted at the age 
of 57. He was of Hebrew stock, married, and a 
real estate broker. His petition for inebriate certi- 
fication stated that his excessive overindulgence in 
alcoholic beverages over a number of years had 
interfered with his business, health, and domestic 
relations. His father had been a very successful 
business man but given to violent temper outbursts, 
and his mother was a passive, indulgent and 
oversolicitous parent. There was no history of 
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alcoholism in the antecedents. One brother died 
in childhood. 

The patient’s early history was uneventful ex- 
cept that as a child he was high-strung, restless, 
and active. He was popular, had many friends but 
loved to gamble. He graduated from high school 
at 20, and after a short trial with a brokerage 
company established a real estate office which 
proved to be a successful venture. He served in 
World War I for over a year but did not get 
overseas. He received an honorable discharge, 
re-entered the real estate business, and lived with 
his parents until his marriage at the age of 34. He 
has 4 children. He began drinking at about 20 and 
was said to have been able to consume large 
amounts without noticeable effect. When he was 
46, his mother died, and following this his drink- 
ing increased noticeably. He became more ir- 
ritable, gradually alienated his friends, and in the 
5 years prior to admission he began drinking ap- 
proximately a quart a day. Gradually he became 
increasingly careless in his appearance, became 
insulting to his friends, and began to talk at times 
in an incoherent fashion. He attempted a short 
drying-out period of hospitalization and contacted 
Alcoholics Anonymous without benefit. 

Physical examination on admission to this hos- 
pital revealed coarse tremors of his head and upper 
extremities. Hearing in either ear was diminished 
about 20% and he had a mild pharyngitis. Other- 
wise the examination was not remarkable. He was 
careless in appearance, was unstable and demand- 
ing. He volunteered, “I was a spoiled boy—I was 
one of those silver cord cases.” 

His initial adjustment to hospitalization was 
marked by sullenness, irritability, and seclusive- 
ness. After a few days he became more sociable 
and later mixed freely with other patients. He 
frequently demanded special privileges, which were 
usually of necessity denied, followed by resentment, 
then efforts to get his wife to intervene to obtain 
them for him. In the meantime visits from his 
wife were frequently marked by unpleasantness 
on his part. At first he accepted the prescribed 
program in a pleasant and cooperative although 
superficial manner but later his participation was 
apathetic, then desultory. Although talkative and 
desirous of attention, therapeutic interviews were 
not particularly productive. Whenever possible he 
preferred to dilate upon his own knowledge of 
alcoholism. 

During hospitalization he was tested by the 
psychological department on 12 occasions. The first 
test was administered 4 days after admission while 
he was still showing severe withdrawal effects. He 
was given the Wechsler-Bellevue, Wechsler mem- 
ory scale, Weigl, Bender, Goldstein, and Rorschach 
tests. On all of these there was evidence of organic 
impairment. Three weeks later the Rorschach was 
repeated and it was found that the evidence of 
organic impairment had lessened. One month after 
the second Rorschach he was given the remaining 
tests for the second time, using the alternate form 
of the Wechsler-Bellevue test. There was little 
difference in the results of the two forms of the 
Wechsler-Bellevue tests that could be considered 


conclusive. The Wechsler memory scale had risen 
4 points; considerable improvement was shown on 
the Bender; the Weigl sorting and shifting was 


done gore efficiently, and the Goldstein blocks were 
onl fewer aids. 
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I 1e last 2 months of his 6 months’ hospital 
period he was granted increased privileges, includ- 
ing visits at home. During this interval he was 
again brought into contact with Aicoholics Anony- 
mous and attended their open meetings for a time, 
then all meetings. He was discharged at the con- 
clusion of 6 months with no indication that he had 
abused his privileges although there was at the 
same time no evidence that he had been able to 
re-establish himself satisfactorily either in the 
home or in his work. 

At the end of a month he was again drinking 
heavily, was irritable and suspicious of his wife. 
A follow-up indicates that he has _ successively 
failed in two subsequent attempts at rehabilitation. 

This patient was the son of an aggressive, suc- 
cessful father and an indulgent protective mother. 
The maternal dependence increased with the death 
of his only sibling. He has been restless and self- 
indulgent and, in the face of the responsibilities of 
adult life, became increasingly dependent upon al- 
cohol. While his condition was statistically re- 
garded as without mental disorder, alcoholism, the 
psychological studies gave evidence of organic dam- 
age that was not as apparent clinically. It was in 
the psychological studies of the type used in this 
case that the design for the suggested study was 
formulated. 


The economic, social, and intellectual status 
of these 100 patients is typical of the level 
of all patients admitted to this hospital. 
They may otherwise be considered as se- 
lected only from the fact that it has been 
required that they have sufficient wish to 
help themselves, that they have come to the 
hospital voluntarily except in 6 instances. 
The value of a prolonged, carefully super- 
vised, and active hospital course of therapy 
is corroborated, and not only the feasibility 
but the advisability of their care in direct 
conjunction with patients suffering from 
mental illness is demonstrated. 

While no definite psychological or per- 
sonality pattern has been demonstrated, the 
association of the onset of excessive drink- 
ing with some unusual life situation, or the 
need for assistance in making some impor- 
tant adjustment to life, is significant. The 
need for understanding and skilled, ex- 
perienced judgment in their management is 
apparent. 


SUMMARY 


1. A study has been made of 100 men suf- 
fering from chronic alcoholism, admitted con- 


1950] 
secuti 
cheste 
Januz 
ing h 
prese 
3. 
rehak 
4. 
logice 


5. 


porte 
as re 
mana 
defin 


Dr 
tistic 
ment: 
grouy 
nons¢ 
as st 
is 
sonal 
holis: 
pers¢ 


| 
sults 
Psycl 
ligio 
a3 ¢ 
athei 
seldc 
Men 
holic 
the 
cont 
pers 
A: 
port 
in 
cent 
ing 
men 
that 
trea 
toc 
14 
beca 
have 


1950] 


C. T. PROUT, E. I. STRONGIN AND M. A. WHITE 19 


secutively to the New York Hospital, West- 
chester Division, between August, 1940, and 
January, 1948. 

2. A review of statistical factors involv- 
ing hereditary and environmental factors is 
presented. 

3. Methods of hospital management and 
rehabilitation have been discussed. 

4. A plan for more standardized psycho- 
logical study has been designed. 

5. Results of follow-up studies are re- 
ported, indicating that 25 may be regarded 
as recovered and 30 more are known to be 
managing better, indicating that 55% were 
definitely benefited. 
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DISCUSSION 


Dr. Rosert V. SELIGER (Baltimore, Md.).—Sta- 
tistical facts that involve heredity and environ- 
ment—as generic terms—tend to vary with various 
groups, even when, as in this report, the group was 
nonselective. There is full agreement with the fact 
as stated that so far as any alcoholic personality 
is concerned “no definite psychological or per- 
sonality pattern has been demonstrated.” Alco- 
holism certainly is no respector of persons or of 
personalities. 

I am interested in the statistical findings of re- 
ligious affiliations which report 72 Protestants, 
23 Catholics, 3 Hebrews, one Quaker, and one 
atheist. So far as alcoholism is concerned, one 
seldom if ever hears of Mormon alcoholics, of 
Mennonite alcoholics, of Christian Science alco- 
holics, or of Quaker alcoholics—to name a few of 
the groups whose religion definitely appears to 
contribute to the maintaining of personal and inter- 
personal wellbeing and health. 

As regards the number of Hebrew patients re- 
ported, I am inclined to feel that 3% is rather high 
in comparison with the total national Hebrew per- 
centage of alcoholics. In 1944, at an affiliate meet- 
ing of the American Association for the Advance- 
ment of Science, the late Dr. Myerson stated 
that in all his years of practice he had never 
treated a Jewish alcoholic. When I was asked 
to comment and said that I myself had treated about 
14 Jewish alcoholics, he replied: “Your patients 
became Americanized too rapidly.” Perhaps we 
have here a field for speculation and research. 


The excessive dependent use of alcohoi, with 
or without other narcotics and drugs, should alvays 
be recognized as a symptom of serious illness in 
the personality. Usually the behavior of the a. 
coholic is “blamed” on the influence of alcohol. 
Shadow is mistaken for substance. If one fact about 
human behavior and alcoholism can be stated with- 
out qualifying comment, it is this. Therefore, 
expert formulation, psychological tests and retests, 
practical psychotherapy, and follow-up in the 
treatment of alcoholics are all as necessary as 
the need of sputum tests and pneumothorax in the 
treatment of tuberculous patients. 

When we add up all the facts about this sick 
person, the alcoholic, and then take another look 
at the fact that he usually does not or cannot recog- 
nize that he is a sick person, we do indeed reach 
a sum total perhaps on the minus side of optimism. 
Yet we should never despair. The report today 
indicates that of 100 patients 55 were definitely 
benefited by hospital psychiatric treatment. Since 
some of these patients were perhaps in the advanced 
stages of alcoholism, a better than 50% good re- 
sult in such cases is an achievement. 

In my experience, office treatment often proves 
more helpful because it requires the patient to 
continue the discharge of his daily duties. Over 
and above other needs, the alcoholic individual needs 
responsibility in order to mature his personality. 
He must learn to take life as it comes and stop 
blaming his parents, relatives, other people, and 
doctors, for his disappointments, or sense of bore- 
dom or failure in life. In his past history, this sick 
pattern of thinking has been followed by repetitious 
alcoholic episodes. And all such patterns must be 
eradicated if he is to regain his health. 

Finally, another point was made in this extremely 
valuable survey which is, I think, of marked im- 
portance, namely that “these patients were cared 
for in the same physical environment as the pa- 
tients who had been received for the treatment of 
psychiatric disorders of a functional nature.” 

In this connection, although I have long sup- 
ported the need for alcohol diagnostic clinics 
associated with psychiatric units, and for alcohol 
farms for certain selected patients, I have never 
advocated special alcohol hospitals. And I agree 
completely with our colleagues in this finding also, 
about the many benefits of nonsegregation. 

Successful rehabilitation, psychotherapy, and 
follow-up, aided by religious and lay groups, make 
full use of cooperation, self-denial, and fellowship. 
Today’s report, in addition to its other informative 
contributions, points out that this principle of basic 
healthy human relationships is one of the chief 
curative techniques in practical work with these 
very sick-thinking people—the alcoholics in our 
society. 
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THE ELECTROENCEPHALOGRAM IN KORSAKOFF SYNDROME’ 
WARREN F. GORMAN, M.D., ESTHER STEARNS, R.N., 


AND 
S. BERNARD WORTIS, M.D. 
New York, N. Y. 


INTRODUCTION 


The purpose of this article is to describe 
the electroencephalograms of 21 patients 
with Korsakoff syndrome and to contrast 
the severity of their mental disturbance with 
the mildness of their electroencephalographic 
abnormality. 

Korsakoff syndrome is characterised by 
confabulation in conjunction with an organic 
mental syndrome and peripheral neuropathy. 
This syndrome, when it appears in alcoholics, 
represents a form of encephaloneuropathy 
very similar, both clinically and pathologi- 
cally, to delirium tremens and the syndrome 
of Wernicke. The neuropathy of the Korsa- 
koff syndrome is manifested by disturbances 
in the motor, vasomotor, trophic, and sen- 
sory functions of the peripheral nerves, 
usually more marked in the lower extremi- 
ties(1). 


CLINICAL SUMMARY 


Twenty-one patients with Korsakoff syn- 
drome and nystagmus were studied(2). All 
were severe alcoholics, many having been 
previously admitted to hospitals for delirium 
tremens, alcoholic hallucinosis, convulsions, 
or head injuries sustained while alcoholized. 
The average age was 43. There were 9 men 
and 12 women. All patients confabulated 
either spontaneously or in response to the 
question, “Where were you last night?” 
Defects in retention and recall and recent 
memory were uniformly present, and none 
was able to perform correctly the serial sub- 
traction of 7 from 100. Disorientation for 
time and place was invariably present. 

Every patient had peripheral neuropathy. 
Achilles tendon reflexes were absent in all, 
the patellar reflexes absent in most; vibra- 
tory sense was lost below the knees; there 
was hypesthesia in the glove and stocking 


1From the departments of psychiatry and neu- 
rology, New York University. 
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areas and exquisite tenderness on the soles of 
the feet. Signs of spinal cord disease were 
present in 5 individuals. 

All the patients had nystagmus at a time 
when no barbiturates or other sedative medi- 
cation had recently been administered. Their 
nystagmus persisted for approximately 2 
weeks( II, 14, 15). 


PROCEDURE AND TECHNIQUE 


These 21 patients were studied by means 
of one or more EEGs. Three had daily 
EEGs after the intravenous injection of 
sodium amytal, as well as a control recording. 

All EEGs were done within 3 hours of 
the most recent meal. A 6-channel Grass 
machine was used with standard placement 
of electrodes over the frontal, motor, parietal, 
temporal, and occipital regions bilaterally, 
and addition leads applied when indicated. 
Both “unipolar” (ear electrodes as reference 
leads) and bipolar recordings were made. A 
2-minute period of hyperventilation was 
included. With one exception described be- 
low, all patients were free of fever when the 
EEG was taken. 


FINDINGS 


There were 4 normal EEGs; 6 were slow, 
9 slow and fast; and 2 showed focal ab- 
normalities. 

Normal Records.—Of the 4 normal EEGs 
in this group, 2 were obtained in individuals 
with advanced bilateral pulmonary tubercu- 
losis. One of the tuberculous patients had 
the visual hallucinosis seen in alcoholics, with 
zOopia, polyopia, and micropia, in addition to 
amnestic confabulatory psychosis. The other 
demonstrated a spiking fever and hyper- 
ventilation throughout her hospital course, 
had auditory and visual hallucinations at 
the time the EEG was recorded, and died 
67 days after admission. 

It is possible, although unproved, that the 
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latter patient was anoxic. Despite the sus- 
tained hyperventilation, her tracing fell well 
within the limits of normal. The slow waves 
of the EEG in anoxia described by Engel 
and Romano were not present in this case 
(3, 4). 

Hoch and Kubis described normal records 
in 2 of 10 cases of Korsakoff psychosis in 
the presence of “considerable mental impair- 
ment’’(5). Greenblatt, Levin, and Di Cori 
reported 4 EEGs taken on patients with 
Korsakoff psychosis, including one with a 
normal EEG. Their 3 patients with abnormal 
tracings showed concomitant improvement 
in mental status and encephalogram(6). It 
is interesting that, in the small number of 
EEGs taken on patients with this psychosis, 
approximately one-quarter of all cases show 
normal records despite the presence of signs 
of diffuse encephalopathy. 

Convulsions and Trauma.—Four patients 
gave a history of convulsions previous to 
admission. Three had generalized seizures 
with loss of consciousness, while one had, in 
addition, classical Jacksonian epilepsy, which 
began with clonus in the left great toe and 
spread upward, without any change in the 
state of consciousness. The onset of seizures 
ranged from 2 to 8 years before the present 
study, and followed a head injury in all 4. 
All seizures were said to have taken place 
when the patient had been drinking. 

In our group of 21, there were head in- 
juries during adult life in 7, and 2 additional 
patients had head injuries during adoles- 
cence. The 4 convulsives all had old head 
injuries. 

Some of the individuals with head injury 
yielded the most abnormal EEGs in our 
series(16). MMzi, a 47-year-old woman who 
had a severe head injury 3 years previously 
presented the most abnormal record in our 
entire series. Unlike any of the other pat- 
terns obtained, hers consisted of widespread 
delta waves superimposed on less abnormal 
mixed frequencies. 

Two convulsives demonstrated a focus of 
electric abnormality consisting of phase- 
reversal of slow wave forms. One was the 
patient who had continual Jacksonian sei- 
zures, and the other had hemiparesis. EEG 
localization corresponded well to localization 
of the lesions by clinical methods. Air en- 
cephalograms were done on these 2 per- 


sons, and showed bilateral dilatation of the 
ventricles and greater dilatation in the hemi- 
sphere that contained the focus. The EEGs 
of the remaining 2 convulsives were not 
significantly different from the records of 
the other cases in this series. 

Slow Waves—Moderately slow activity 
was a feature of the tracings in 15 patients. 
This consisted of 5 to 8 per second cycles 
of 50 to 80 microvolts, and was most marked 
rostrally and least prominent occipitally. In 
9 of the 15 patients with this slow activity, 
there was a moderate amount of fast activity 
as well, consisting of 20 to 25 cycle waves 
of about 25 to 50 microvolts, which also 
was more prominent in the rostral regions 
33. 

Delirium Tremens and Korsakoff Rec- 
ords.—Nine of the 21 subjects had slow and 
fast EEGs. The patients were not febrile 
at the time of the EEG (with the one ex- 
ception already described) and muscular 
relaxation was encouraged(7). 

Of these 9 patients, 3 either had DTs 
on admission or gave a history that was 
consistent with DTs in the past. Among the 
4 patients with normal records, there were 
no histories of DTs, and in the 6 patients 
with predominantly slow EEGs there were 
but 2 who gave a history of DTs. Or, as 
shown in Table 1, a history of DTs was 
obtained in 6 out of 21 cases, while 4 DT 
patients had slow and fast EEGs, and 2 DT 
patients had slow records. None of the pa- 
tients with DTs had normal EEGs. 

We reexamined for comparison the EEGs 
of 15 persons with DTs, without confabu- 
lation, nystagmus, or neuropathy, but who 
were otherwise comparable to our cases. Of 
the 15, there were 13 with normal records, 
one was paroxysmally fast and one slightly 
slow in paroxysms. There was an increase 
of low-voltage fast activity in 9 of the 13 
normal records. The 2 patients with ab- 
normal EEGs both gave a history of alco- 
holic convulsions. 

Kennard, Bueding, and Wortis found that 
the EEGs of 59 patients with DTs were all 
within normal limits, but that they all showed 
an increase in low-voltage fast activity at 
the expense of the alpha index. In the same 
study, 2 cases of Wernicke’s syndrome 
and 2 of alcoholic polyneuropathy were 
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seen to have no excess of low-voltage fast 
waves (8). 

In delirium tremens, then, the EEG is 
essentially normal, while in our Korsakoff 
patients the EEG is usually abnormal, but 
only to a mild degree. 

Mental Status and EEG.—EEGs were 
done on 6 patients when they were no longer 
psychotic. As Table 1 shows, these records 
do not differ from the remainder of the 
series. There was also no difference between 
the EEGs of those patients who became 


cessive amount of fast activity. However, 
after 5 days the pattern returned to its pre- 
injection characteristics. 


SUMMARY 


1. The electroencephalograms were ex- 
amined of 21 patients with a history of 
severe alcoholism and a confabulatory am- 
nestic psychosis, nystagmus, and peripheral 
neuropathy. 

2. The electroencephalographic findings 


TABLE 1 
Psychotic at 
EEG Head time of 
Patient Age Sex findings injury Seizures DTs EEG 
TH 41 M Normal Yes 
CM 27 F Normal Yes 
H O’C 47 F Normal Not psychotic 
MT 37 F Normal Not psychotic 
PA 40 M Slow Yes Yes aoe Not psychotic 
AA 59 F Slow rt Yes Yes 
MC 40 F Slow skis Not psychotic 
PD 55 M Slow Yes Yes 
MMu 28 F Slow Yes 
MMi 47 F Slow with Yes poss els, Yes 
diffuse delta 
superimposed 
BB 40 F Slow and fast Yes Yes 
JB 35 F Slow and fast Not psychotic 
CF 44 M Slow and fast Yes paces Yes Yes 
AH 60 M Slow and fast Yes 
JK 4! M Slow and fast Yes ee kai Yes 
J McC 47 M Slow and fast Yes zie ar casi Yes 
HM 46 M Slow and fast Yes eee Yes Yes 
AR 34 F Slow and fast Yes 
ES 47 F Slow and fast Yes Yes rr Yes 
WD 66 M Focal, slow Yes Yes Yes Yes 
and fast 
ML 34 F Focal, par- Yes Yes Pee Not psychotic 
oxysmal 


mentally clear and those who required certi- 
fication for transfer to a chronic mental 
hospital. EEGs were not done on any patient 
in coma or in delirium tremens. 

Effect of Amytal—tThree patients who 
had slow and fast records were given sodium 
amytal, 0.2 gram intravenously, and then 
followed by additional EEG studies. In 2, 
there were no significant changes in the EEG 
when taken 24 hours and 48 hours after the 
injection of this drug. However, in the 
third case there was an increase in fast 
activity in a tracing obtained 18 hours after 
administration of sodium amytal; by 48 
hours this fact activity was still present in 
increased amount and, again, 96 hours after 
the original injection there was still an ex- 


were not characteristic of this syndrome: 
17 showed abnormal tracings and there were 
4 normal records. Of the abnormal records 
I5 contained a predominance of moderately 
slow activity, and 9 of these 15 showed a 
lesser degree of fast activity. Two indi- 
viduals presented focal abnormalities that 
corresponded well with clinical and pneu- 
moencephalographic evidence for cerebral 
trauma. 

3. There was no direct correlation be- 
tween the degree of the electroencephalo- 
graphic abnormality and the degree and 
duration of the psychosis, the nystagmus, 
or the neuropathy. 

4. The four patients who had convulsions 
also had cranio-cerebral injuries. 
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Fic. 1.—T. H., 41. Normal EEG. Psychotic 
hallucinating, pulmonary tuberculosis. 
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Fic. 2.—M. C., 40. Slightly slow EEG. 7-8 cycles 


per second. Not psychotic at this time. 
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Fic. 3.—P. A., 65. Diffusely abnormal, slow 
EEG, 6-64 cyles per second. Not psychotic at this 
time. 
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Fic. 4.—A. R., 34. Diffusely abnormal, 
slow and fast EEG. Psychotic. 
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AN ELECTROENCEPHALOGRAPHIC AND CLINICAL STUDY OF 
CHILDREN WITH PRIMARY BEHAVIOR DISORDERS * 


JAMES P. CATTELL, M.D.,? ann BERNARD L. PACELLA, M. D3 
New York City 


I. HisTorIcAL 


In the past decade there have been many 
publications concerned with the relationship 
between the electroencephalograms and the 
various neurological and psychiatric syn- 
dromes of children. There has been a wide 
variation in the methodologies used in these 
studies. Several different techniques of elec- 
troencephalography have been used with 
variation in the selection of areas for study, 
the use of mono- and bipolar leads and 
several kinds of interpretation of records, 
including a number of techniques of manual 
analysis. Standards for “normal” tracings 
for a given age level are not definitely estab- 
lished. Adequate control studies in a given 
project have not always been available. 

A second problem of equal breadth has 
been the failure to establish standards for 
clinical evaluation and classification of chil- 
dren with “behavior problems.” It is pos- 
sible that there is more disagreement in this 
field than in either electroencephalography or 
adult psychiatry. A review of the literature 
reveals that mixed groups of cases have been 
studied. 

It has been stated that personality dis- 
orders and behavior disturbances are too 
complex to be studied by the EEG technique 
(1). Findings by this technique are said 
to correlate with specific aspects of the 
complex syndrome of behavior disorders, 
such as enuresis and fire-setting(2, 3). 

The present study undertakes a review of 
these various problems and presents some 


1 Read in the Section on Child Psychiatry at the 
105th annual meeting of the American Psychiatric 
Association, Montreal, Quebec, May 23-27, 1949. 

Dr. Joseph Zubin, Associate Research Psycholo- 
gist, New York State Psychiatric Institute, was 
most helpful in consultation on the _ statistical 
analysis of the data. 

2 Senior Research Psychiatrist, New York State 
Psychiatric Institute. 

8 Formerly Acting Chief of Department of Ex- 
perimental Psychiatry, New York State Psychi- 
atric Institute, New York City, New York. 


new material which may have some bearing 
on them. 

A. Review of Techniques of Recording 
and Evaluating EEGs.—An adequate survey 
of the development of various techniques of 
evaluating EEGs is available in Gibbs’ Atlas 
of Electroencephalography(5) and in Linds- 
ley’s review in J. McV. Hunt’s Personality 
and Behavior Disorders(6). Most of the pub- 
lished data on behavior disorders are based 
on an “inspection”? method or a manual fre- 
quency analysis method of evaluating EEGs. 
In view of subjective components in the use 
of both techniques, the EEG experience of 
the observer has been stressed(5, 6). Gibbs 
has emphasized that electro-mechanical fre- 
quency analysis gives a partial expression 
which is a poor substitute for intelligent in- 
terpretation of the EEG(7). 

The majority of papers pertinent to our 
subject have described “inspection” methods 
of evaluating EEGs (1-3, 8-13), the criteria 
being based on those established by Lindsley 
(14), Gibbs(5), and Henry(4), and more 
frequently on the experience of the indi- 
vidual observer and his associates. Several 
investigators have described data in behavior 
disorders using manual quantitative methods 
(15-19). Henry(4) describes the follow- 
ing method in evaluating EEGs in normal 
children: The number of centimeters of 
delta activity was measured in two I-meter 
samples of record, and percent-time delta 
activity was obtained. By obtaining a count 
of the individual slow waves measured, the 
mean-delta-frequency was readily obtained 
by converting the percent-time value to mean 
duration and then to mean frequency. A 
more rapid technique(18) which gives the 
distribution of frequencies per second rather 
than distribution of wave lengths has been 
commented upon by Kaufman and Hoag- 
land(20). 

B. Review of Methods of Classification 
of Children wth “Behavior Disorders.” — 
Kanner’s_ section entitled “Behavior Dis- 


25 


uly 

4, | 

as- 

rch. 

of 
and 

ncy 

ho- 

sy- 

om 

260, 

iral 

EG 

ain 

|_| 


26 CLINICAL STUDY OF CHILDREN WITH 


PRIMARY BEHAVIOR DISORDERS [ July 


orders in Children” in Hunt(21) surveys 
the literature on this topic emphasizing the 
almost impossible task of achieving any sys- 
tematic grouping. He presents 3 categories 
of behavior disorders: (a) associated with 
physical illness; (b) involuntary part-dys- 
function, (c) whole dysfunctions. More 
recently Pacella(22) has compared and con- 
trasted several types of classifications of the 
behavior problems of children. 


Children with Behavior Disorders.—It is evi- 
dent that studies of this type, listed in 
Table 1, rather consistently reveal EEGs 
which are not normal in 55-74% of cases. 
In comparing these data, the marked varia- 
tions in age ranges, diagnostic categories, 
inclusion or exclusion of organic cases, and 
many other points relating to clinical and 
EEG evaluation must be considered. 

Table 2 is adapted from Henry(4) who 


TABLE 1 
EEG FInpinGs 1N CHILDREN WITH BEHAVIOR DisorDERS 
No. of Borderline Abnormal Age 
Investigator cases EEGs (%) EEGs (%) range Comment 
e {35/71 with history suggestive of 
Jasper (23) a CNS disorder 
9 59 3.5-15 
. {Total abnormal EEGs. Behavior 
(9) disorders only 
Secunda and Finley(1)..... 143 23 51 
-46% children 13-15 
103 55 5-12. 58 schizophrenics—81% 
(16) Abn. 
TABLE 2 
PERCENT DELTA AcTIVITY IN NORMAL AND BEHAVIOR PROBLEM CHILDREN 
‘ Type of Age No. of Per cent delta Delta 
Investigator subjects range cases Occip. Central frequencies 
| eer Behavior problems 7-10 12 23 35 Below 7/sec. 
Henry(4) ....... Normal children 7-10 59 17 32 Below 7.5/sec. 
Lindsley(17) ..... Normal children 7-13 36 21 26 Below 8/sec. 
....Behavior problems 7-13 50 31 34 
5 .....Constitut. inferior 7-13 22 33 36 25 
College students 18-30 30 6 19 
Henry(4) ....... Normal children 7-13 105 14 30 Below 7.5/sec. 
Lindsley(24) ..... Behavior problems 8-12 13 24 38 Below 8/sec. 


Mixed groups of cases have been studied 
by various investigators(8, 9, 12, 13, 23, 24). 
Children with organic brain disease or epi- 
lepsy have been included in some studies 
of primary behavior disorders. Diagnostic 
classifications such as “constitutionally in- 
ferior children” and “epileptic personality 
reaction” have been used by some investiga- 
tors in addition to the more standard cate- 
gories. At times the relative importance of 
anxiety in the clinical picture may be ob- 
scured by the more striking manifestations 
of asocial behavior with the resulting con- 
clusion that one is dealing with a conduct- 
type disorder rather than a primarily neurotic 
picture. 

C. Findings of Various Investigators in 


includes a comparable one for purposes of 
comparing his data on normal children with 
the data of other investigators on normal 
and behavior problem children. The fre- 
quency analysis of Lindsley and Cutts(17) 
was broken into frequency bands of 2-5 and 
5-8 cycles per second. Henry combined these 
measures in order to obtain the figures given. 
In all these studies bipolar right occipital 
and monopolar right central tracings were 
used with the exception of Lindsley(17), 
who used bipolar recordings throughout. 

Lindsley and Cutts(17) comment on the 
high incidence of hyperventilation “effect” in 
children with behavior disorders and consti- 
tutionally inferior children. 

Concerning the evaluation of EEGs ac- 
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cording to data on percent time delta activity, 
Henry(4) has noted that in the occipital 
tracings of normal children (7-13 years) 
one finds that 61% of children have at least 
10% delta activity and 24% have at least 
20% delta activity. Figures for the central 
areas derived from a graph in the same 
paper are 95% and 73% of children with 
10% and 20% delta activity respectively. 

Michaels(3) and Michaels and Secunda 
(2) have given special attention to particu- 
lar traits in children with behavior disorders 
and have established correlations with EEG 
abnormalities. Enuresis in children with be- 
havior disorders is correlated positively with 
abnormal EEGs. There is no positive cor- 
relation between behavior disorders, with 
enuresis absent, and abnormal EEGs(2, 3). 
Fire-setting is correlated positively with 
abnormal EEGs and stealing negatively. 

A clinical aspect of the investigation of 
children with behavior problems which has 
been neglected in the literature is the inci- 
dence and importance of foster home place- 
ment, institutionalization, loss of a parent, 
acquisition of a step-parent, and other en- 
vironmental vicissitudes. Kanner(25) refers 
to brief comments by Buhler and Kuhn on 
these topics. Van Ophuijsen, quoted by 
Pacella(22), has observed that children with 
conduct disorders characteristically have a 
history of disrupted homes and rejection by 
the parents. Kennard et al.(13) state that 
there is no correlation between EEG findings 
and foster home or institutional placement, 
absence of a parent, illegitimacy or rejection 
of the child. 

Kennard(13) and Gottlieb et al.(8, 26) 
have found that a majority of the behavior 
problem children with a family history of 
functional mental illness have abnormal 


EEGs. 


Il. MATERIAL AND METHODS 
1. METHODOLOGY 


A. Electroencephalographic Methodology. 
—The EEG recording procedure was the 
same as that described in a previous publi- 
cation by one of the authors(27), and there- 
fore only a brief summary will be given. 
The EEGs were all taken (at the New York 
State Psychiatric Institute) by means of a 


2-channel amplifying recording system con- 
structed by W. E. Rahm, Jr. A minimum of 
6 electrodes was used in each case, frontal, 
motor, and occipital on each side. Two 
2-minute periods of hyperventilation were 
used in every case. No tracings were taken 
during these periods of hyperventilation, but 
recording was resumed immediately after- 
ward. We have found that the significant 
changes as a rule persist 20-40 seconds after 
the first or second hyperventilation period 
or first appear during that interval. 

The records obtained from the following 
leads were selected for manual analysis: 
right fronto-motor and motor-occipital be- 
fore, and 20-30 seconds after, the first hy- 
perventilation, and the left fronto-motor and 
motor occipital areas before hyperventila- 
tion. These leads occupy a major portion 
of a given record and are most appropriate 
for purposes of comparison with the data of 
other investigators. Six representative 10- 
second segments, apparently free from arti- 
facts, were selected one for each region. 
Two straight lines were drawn in each seg- 
ment defining the average amplitude. A 
transparent plastic grating, divided accord- 
ing to frequency per second was applied to 
the entire segment and the number of waves 
of each frequency was counted. “Delta” or 
slow waves included all frequencies of less 
than 8 cycles per second. Frequent instances 
of only partial return of the cascillation to 
the base line were counted according to 
whether the half-average-amplitude _ line 
was reached. Failure to reach this line meant 
including the subsequent rise as part of the 
same wave ; otherwisé 2 waves were counted. 

Percent-time delta activity was obtained 
by converting the incidence of each fre- 
quency to seconds and calculating the ratio 
to the 10-second interval. Mean delta fre- 
quency was calculated from the incidence 
of each frequency obtained by direct count. 

No controls with equivalent EEG and 
clinical investigations were available. Rec- 
ords were evaluated by the “inspection” 
method by both of the authors and conclu- 
sions were essentially in agreement. 

B. Clinical Methodology.—The New York 
State Psychiatric Institute classification of 
children with behavior problems is relatively 
simple and divides the disorders into 2 
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main groups(22 (A) “Organic” Be- 
havior Disturbances resulting from struc- 
tural or physiologic alterations of the 
brain (Secondary Behavior Disorders). 
(B) “Functional” Behavior Disturbances 
resulting from reaction to the environment: 
(1) Primary Behavior Disorders: (a) Habit 
disorders—appearing in the preschool child ; 
(b) Children with neurotic traits, e. g., 
phobias, compulsions, conversion phe- 
nomena, tics, psychosomatic symptoms, and 
so forth; (c) Conduct disorders (delinquent 
reactions)—chronic aggressive behavior, 
antisocial behavior. (2) Psychoneuroses, oc- 
curring in older children and resembling the 
characteristic adult forms structurally and 
phenomenologically. (3) Psychoses. Mix- 
tures of the various forms of the behavior 
disorders are frequently observed and often 


were patients on the children’s ward of the 
New York State Psychiatric Institute for 
periods of 4-12 months, and were carefully 
studied by the psychiatric staff, while families 
were investigated by social service personnel. 
Patients with a history of significant physical 
disability, infectious or traumatic, or a his- 
tory of convulsions were omitted. 


ITT. 


RESULTS 


A. EEG Findings by Frequency Counting 
Method.—Forty-two boys whose ages range 
from 6-12 years are divided among the diag- 
nostic subgroups as follows: neurotic traits: 
20; conduct type: 16; schizophrenia: 6. 

In Table 3, the percent-time delta averages 
for each of the diagnostic categories are 
tabulated. 


TABLE 3 


AVERAGE Per CENT TIME DELTA AND MEAN DELTA FREQUENCY 
TABULATED ACCORDING TO CLINICAL DIAGNOSIS 


Average per cent 


time delta activity 


Mean delta frequency 


Diagnosis No. LFM LMO RFM RMO 
Neurotic traits...... 20 27.4 18.5 27.7 188 
Conduct disorder.... 16 34.4 26.5 35.9 27.8 
Schizophrenia ...... 6 26.0 20.3 29.2 25.7 


it is difficult to differentiate one type from 
another. Frequently, children with conduct 
type disorder exhibit neurotic elements. The 
habit disorders are, for the most part, evi- 
dences of neurotic traits and can be consid- 
ered with that group though the special term 
is usually applied in the case of the preschool 
child. In the consideration of the diagnosis 
of childhood schizophrenia, we have followed 
Potter’s criteria(28). 

In this study, we are concerned with chil- 
dren who have neurotic traits, conduct dis- 
orders, and a few with childhood schizo- 
phrenia. 


2. CAsE MATERIAL 


Forty-two boys in the age range of 6-12 
have been included in this investigation out 
of an original group of 100, the other 58 
having been eliminated on the basis of fail- 
ure to conform to EEG and clinical criteria. 
With the exception of one outpatient, all 


AfterH.V. After H.V. 


RFM RMO 
23.4. .23:2 
32.3 28.5 
25.0 18.4 


LFM LMO 
6.24 6.21 
06.22 0.15 


6.33 6.58 


RMO 
6.25 
6.16 
0.34 


RFM RMO 
6.16 6.17 
6.11 6.06 
6.41 6.65 


RFM 
6.13 


0.27 


6.45 


The rounded percentages for the right mo- 
tor-occipital and right fronto-motor regions 
respectively are 19% and 28% for the neu- 
rotic group, 28% and 36% for the conduct 
group ;* and 26% and 29% for the schizo- 
phrenic group. If these figures are compared 
with those given by other investigators (see 
Table 2) for occipital and central areas re- 
spectively, one finds definite similarities. The 
percentages for the neurotic group corre- 
spond with those given for several groups 
of normals. (Occipital area: 17%, 14% 
(4); 21% (17). Central area: 32%, 30% 
(4); 26% (17).) The percentages for the 
conduct group correspond with those of 
behavior problem children. (Occipital area: 
23% (15); 31% (17); 24% (24). Central 
area: 35% (15); 34% (17); 38% (24).) 
The percentages of the schizophrenic group 
fall between those for neurotic and conduct 
groups. 


4 These differences between comparable areas in 
groups are not statistically significant. 
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Table 4 demonstrates the results of evalu- 
ating the number and percentage of subjects 
in a given diagnostic category who have 
more than 10% delta activity and more than 
20% delta activity in the right motor- 
occipital and fronto-motor regions.* In this 


TABLE 4 


PERCENTAGE OF CHILDREN Havinc EEGs witH 
MorE THAN 10% AND MORE THAN 20% 
Detta ACTIVITY 


not normal with one falling into each of the 
categories of severity given above. Though 
the number of cases is too small to warrant 
expressing the data in percentages, the fig- 
ures are offered for purposes of comparison 
with other published data. The figure for 
the neurotic group is much lower than is 
often reported for a control group in this 
age range(1I0, 13). This may be related to 
the number of cases or to the liberality of 
the interpreter in defining the limits of 


More More More More normal for a given age range. The per- 
than than than than e ° 
10% 20% 10% 20% centages for the children with conduct type 
Sctiv, activ. activ, activ. disorders and schizophrenia compare reason- 
Right Right ; 
mote pital fromenbtor  @bly well with those given by others(1, 8, 9, 
12, 13, 23) (see Table 1). 
Neurotic traits ...... 735% 35970 9570 757% 
Conduct disorder .... 94% 81% 094% 94% A build-up - association with hyper- 
Schizophrenia ....... 100% 33% 83% 67% ventilation is consistent with an increase in 
Henry(4): Normal Occipital Central percent time delta activity and a decrease in 
children (age 7-13). 61% 24% 095% 73% mean delta frequency. No striking and con- 
TABLE 5 


PATIENTS WITH PosITIVE FINDINGS IN SEVERAL CLINICAL AND LABORATORY EVALUATIONS 


Abnormal or 


borderline Build-up after Average Positive Foster or 
Diagnosis EG hyperventilation 1.Q. fam. history poor home care 
Neurotic traits........ 1/20(5%) 7/20(35%) 103.5 11/18(61%) 16/20(80% ) 
Conduct disorder...... 9/16 (56%) 2/16(13%) 95.5 12/15(80%) 12/16(75%) 
Schizophrenia ........ 4/6 (67%) 1/6 (17%) 109.7 3/6 (50%) 1/6 (17%) 


framework, the data for the schizophenic 
group fall between those for neurotic and 
conduct-type children. The neurotic group 
in this study is remarkably comparable to 
Henry’s normal children and the conduct 
group is definitely outside the normal range. 

B. Findings by the “Inspection” Method 
of Evaluation of EEGs.—Of the 20 patients 
with a diagnosis of neurotic traits, only one 
(5%) was found to have an EEG that was 
not normal (Table.5). Many of the others 
were classified as normal with the qualifica- 
tion of being within the physiological limits 
for the given age. Among the conduct group 
of 16 subjects, 9g EEGs (56%) were clas- 
sified other than normal: 2 abnormal, 2 
moderately abnormal, 2 mildly abnormal, and 
3 borderline records. Four of the 6 (67%) 
schizophrenic patients had EEGs that were 


5 The differences in the percentage of neurotic 
and conduct type children, 35% and 81% respec- 
tively, showing more than 20% delta activity in the 
right motor-occipital area are significant statistically 
at the 1% level. 


sistent alterations were noted in any of the 
3 groups. Inspection of the records for 
“build-up” revealed 7/20 of the records of 
neurotics, 2/16 of those with conduct dis- 
order, and 3 of those with schizophrenia 
with a response from “mild” to “marked” 
(Table 5). 

C. Clinical Data.—Family History of 
Mental Illness: Patients with a family his- 
tory of mental illness were rated according 
to the relationship of the sick relative and 
the number of relatives involved. Relatives, 
in the direct or collateral line, with neurosis, 
psychosis, and alcoholism requiring hospital- 
ization or psychiatric treatment were included 
as well as those with psychopathy character- 
ized by shiftlessness, promiscuity, and crimi- 
nality. Two of the neurotics were foundlings 
for whom no family history was available. 
Of the other 18, 11 had positive histories. 
Among the patients with conduct-type dis- 
order, 11/15 had positive histories, as did 
3/6 of the schizophrenics (Table 5). The 


ily | 
he | 
or 
lly 
ies | 
el. 
-al 
is- 
ng 
ge 
ig - 
es 
ire 
| 
O- | 
ms | 
ict 
ed 
ee 
he 
e- 
ps 
% 
% 
he 
of 
| 
ral 
uw 
ict 


30 CLINICAL STUDY OF CHILDREN WITH PRIMARY BEHAVIOR DISORDERS 


[July 


only neurotic with an abnormal EEG had a 
negative family history. Seven of the con- 
duct group with positive family histories 
had abnormal EEGs, while 4 had normal 
tracings. Two with positive EEGs had 
negative family histories. Among the schizo- 
phrenics, 2 with positive histories had ab- 
normal EEGs and 1 had a normal tracing. 
Two patients with abnormal EEGs had nega- 
tive family histories. 

Type of Home Care and Parental Atten- 
tion: Relatively complete data were avail- 
able concerning this aspect of the patients’ 
histories. Patients were evaluated with par- 
ticular reference to absence of one or both 
parents, foster home, and institutional ex- 
perience.® 

In the neurotic group 16/20 suffered de- 
privation in this realm (categories 1-4) 
(Table 5). Seven of these (categories 3 and 
4) had traumatic experiences associated with 
many shifts which included foster homes en- 
tirely or in part. Twelve of the 16 conduct- 
type group had deficient home and parental 
care, 6 of them having markedly disrupted 
home situations with foster home and insti- 
tution experience. Only one of the schizo- 
phrenic children had deficient care by these 
criteria. There is no evidence of correlation 
between these kinds of data and abnormal 
EEGs. 

Enuresis, Fire-Setting, and Stealing: In 
the neurotic group of 20 there were 4, 1, and 
2 instances respectively of these traits among 
the symptoms present at the time of admis- 
sion. One patient had both enuresis and 
fire-setting, while another had enuresis only. 
In the conduct group the incidence of these 
symptoms was 5/16 with enuresis, 3/16 
with fire-setting, and 5/16 with stealing. 
All 3 occurred in one patient and enuresis 


60. Both parents present in the home through- 
out. Home situation fair to good. 

1. Parents present but home situation poor 
(physical or psychiatric illness of one or both 
parents and/or rejection of the child). Children 
adopted at an early age but not completely accepted 
are included here. 

2. One parent absent with definite deprivation 
for patient. 

3. Marked variation in care with shifts into and 
out of home to unsympathetic relatives, institutions, 
and foster homes. 

4. Child spent most of life in foster homes and 
institutions with frequent shifts. 


and stealing were present in another. Of the 
enuretics, I had normal and 4 had other 
than normal records. One schizophrenic had 
enuresis and fire-setting among his present- 
ing symptoms and his EEG was moderately 
abnormal. Of enuresis, fire-setting, and 
stealing, the former occurs most frequently 
though in less than 25% of the 42 patients. 
There is no statistically significant correla- 
tion between any of these symptoms and 
abnormal EEGs either when specific diag- 
nostic groups or the entire group of patients 
is considered. However, it appears that pa- 
tients in this age group who have neurotic 
traits are likely to have normal EEGs, while 
those with conduct-type disorder and schizo- 
phrenia are more likely to have abnormal 
tracings, whether or not they have these 
specific symptoms. 

Intelligence Quotients: Forty-one of the 
patients were tested with Form L of the Re- 
vised Stanford-Binet Test (Table 5). Of 
the 1g examined in the neurotic group, the 
I.Q. range varied from 73 to 131 with an 
average of 103.5. The range in the conduct- 
type patients was 70-120; average 95.5. 
Schizophrenic group: range 82-179; average 
109.7. There is no correlation between I.Q. 
and EEG normality in this study. 


IV. Discussion 

These investigations show differences in 
the average amounts of delta activity in the 
children with neurotic traits and those with 
conduct-type disorder, the average amount 
of delta activity in the latter group being 
greater though not statistically significant. 
If the average amount of delta activity in 
the right motor-occipital and fronto-motor 
regions is compared with that found by 
other investigators in the occipital and cen- 
tral areas respectively, the findings for chil- 
dren with neurotic traits are similar to those 
reported for normal children; whereas the 
data for the conduct disorder group is com- 
parable to that given for “behavior prob- 
lem” children(4, 15, 17, 19) (Tables 2 and 
3). The percentage of children with more 
than 10% and 20% delta activity in the right 
motor-occipital area is much smaller in the 
neurotic group than in the conduct group. 
The differences between the 2 groups at the 
20% level are highly significant. The data 
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for the neurotic children are comparable to 
that recorded by Henry for normal children 
(Table 4). 

Approximately 56% of the EEGs of the 
conduct group (9/16) were classified, by 
the “inspection” method, as borderline or ab- 
normal, whereas 5% of the tracings of the 
neurotic children (1/20) were classified as 
abnormal. The clinical descriptions of the 
case material studied by some of the other 
investigators would seem to fit largely those 
cases which we classified as the conduct 
disorders. We feel that it is essential from 
the point of view of research investigation to 
differentiate closely between the neurotic 
child and the conduct or delinquent type of 
child. 

In view of the differences between the 
EEGs of the delinquent and the neurotic 
child, with the former showing the prepon- 
derance of electrocerebral disturbances, one 
might speculate as to the factors underlying 
the differences. The question arises as to 
whether certain constitutional factors such 
as maturation play a role in the development 
of certain behavior disorders such as the de- 
linquent reaction. In this connection, a re- 
lationship between developmental factors and 
the EEG would first have to be established 
and clarified. 

The delinquent child expresses his pattern 
of aggressiveness against all spheres of his 
environment, being apparently unable to lo- 
calize it to highly specific relationships with 
one or another parent, parent-surrogate, or 
siblings. This is in contrast to the neurotic 
child who very frequently focalizes, to a 
large extent, his neurotic pattern in the 
home and/or with a particular parent. The 
relative ineffectiveness of psychiatric treat- 
ment of children with conduct-type disorder 
is well known and may suggest, with the 
EEG, that there is an important constitu- 
tional element present which does not pre- 
vail in the neurotic child. 

In the younger and therefore the less ma- 
ture organism, it may be that the inhibitory 
factors which have to do with cortical domi- 
nance over subcortical structures or mechan- 
isms are not well developed. It is possible, 
therefore, that many children may remain 
relatively immature with respect to cortical- 
subcortical relationships which do not permit 


them to achieve proper personality develop- 
ment in terms of executive control and intel- 
lectual and emotional integration. Such chil- 
dren, when placed in contact with environ- 
mental situations which involve particularly 
rejecting elements, are unable to react in a 
relatively mature way or even in an organized 
neurotic pattern. Instead they respond in 
a rather stereotyped fashion which includes 
totally aggressive or delinquent behavior to- 
ward the entire environment, but in varying 
degrees. Such considerations may be im- 
portant in practice as well as in theory. The 
choice of therapeutic approach and the goals 
of treatment might be influenced. 

We do not believe that conclusions can 
be drawn as to the etiology of the behavior 
disorders merely because of a similarity in 
the character of the EEGs of children with 
epilepsy or other organic states. EEG find- 
ings should not necessarily be utilized as an 
indication for the employment of certain 
anticonvulsant drugs such as dilantin, pheno- 
barbital, or even benzedrine. The EEG is 
primarily a laboratory procedure and must 
be used as an adjunct in the total evaluation 
of a clinical problem. 

As additional important investigation for 
a clearer understanding of the different types 
of behavior disorders, EEG studies should 
be systematically performed in these children 
with primary behavior disorders in their sub- 
sequent years. As yet the later destiny of 
such children and their EEGs has not been 
adequately studied. 

We have shown that the children with 
conduct type disorder have a much higher 
incidence of delta activity and abnormal 
EEGs than the children with neurotic traits, 
by the manual counting and inspection tech- 
niques of evaluation, respectively. We have 
found no evidence of correlation between ab- 
normal EEGs and intelligence quotients, 
family history of mental illness, type of 
home and parental care, or the specific symp- 
toms of enuresis, fire-setting, and stealing. 
It does not seem likely that the type of 
emotional disturbances or symptoms result- 
ing from environmental stress can cause the 
EEG differences. Therefore, these might be 
explained on the basis of constitutional differ- 
ences between the 2 groups of primary be- 
havior disorders. 
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It should be further emphasized that the 
EEG should be looked upon as a physiologi- 
cal correlate of a certain type of organism 
or of personality reaction and should be 
utilized as such, much as we employ other 
physiological correlates such as parotid se- 
cretory rates, sensitivity to adrenalin, or 
skin resistance measurements. The observa- 
tion and analysis of such correlates may 
eventually aid in a better understanding of 
biological determinants which play a role 
in the development of certain types of 
behavioral reactions to stress in the en- 
vironment. 


V. SUMMARY 


1. The literature pertaining to EEG and 
clinical studies of children with behavior 
disorders is reviewed and special attention 
is given to techniques of recording and 
evaluating EEGs, diagnostic classification of 
children, and the findings of various in- 
vestigators. 

2. A manual counting technique for EEG 
evaluation is described. 

3. EEG and clinical studies of 42 boys in 
the age range of 6-12 are presented, includ- 
ing 20 children with neurotic traits, 16 with 
conduct type disorder, and 6 childhood 
schizophrenics. Evaluation of EEGs by fre- 
quency counting and “inspection” methods 
is reported with attention to hyperventila- 
tion response. Clinical data concerning fam- 
ily history of mental illness, type of home 
care and parental attention, history of sig- 
nificant illness and injury, presence of enu- 
resis, fire-setting, and stealing as well as 
intelligence quotients are presented. Rela- 
tionship of this material to clinical classifica- 
tion and EEG normality or abnormality is 
presented. 

4. There is a discussion of the clinical and 
theoretical significance of this material. 
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DISCUSSION 


Dr. H. M. Serora (Chicago, Ill.).—I will con- 
fine my remarks to the general implications of this 
careful work rather than to discuss the techniques 
used in studying either the electroencephalography 
or psychiatric nosology. 

Despite the attempt of the authors to maintain a 
holistic approach to the study of the patient, their 
method must perforce be incomplete in that it at- 
tempts to correlate divergent types of measurement. 
It is the dichotomous approach implicit in the term 
“psychosomatic medicine.” If such correlations 
are not used inductively only, we find that a pseudo- 
rational and purely empirical treatment often re- 
sults. For example, either an abnormal brain wave 
is treated with medication or a behavior disorder 
is treated by environmental manipulation. The 
organism as a whole is lost sight of and the treat- 
ment must be only symptomatic. 

As suggested by the authors themselves, the 
method of studying children over the course of 
years in a controlled therapeutic environment is 
the ideal one. Our own attempts at Michael Reese 
Hospital to carry on similar studies extramurally 
have given unsatisfactory results as far as under- 
standing the total picture is concerned, since fol- 
lowing the child in complicated and foster home 
relations introduces too many variables. 

The EEG itself poses more questions than it 
answers in our present state of knowledge. What 


2 


are the factors that produce a regular rhythmic 
pattern in the usual course of development and 
what may disrupt it while the child is maturing? 
Only a careful follow-up of each patient oriented 
causally could give us an answer. This would in- 
volve the repetition of EEG recording during 
periods of stress and relocation of a particular 
child in a controlled environment and in known 
interpersonal situations. Some of the effects of 
anxiety on the EEG of adults are known. Similar 
studies of children’s EEGs have yet to be done. 
The conduct-disoriented child expresses his frustra- 
tion and heightened irritability in action rather 
than in self-contained anxiety. Why have neither 
the neurotic or normal central delaying mechanisms 
for handling irritability in the biological sense 
been established in these patients? From _ the 
analysis of adult patients we learn that they may 
develop when as a result of adequate psychotherapy 
the nature of their disorder changes from an allo- 
plastic to an autoplastic one. 

It would be exceedingly helpful to study the EEG 
during such therapy. But to imply that a disordered 
brain-wave pattern produces a behavior disorder 
as has been done in other studies leads only to the 
usual barren speculations about hereditary and 
constitutional factors, which are never productive 
of understanding. 

We already know that the whole psychologic 
makeup of many behavior-disordered children may 
be altered if treatment is undertaken early enough 
and intensively enough. Such treatment often 
consists in the correction of impressions gained 
from the earliest traumatic experiences between 
mother and child. Why do such experiences result 
in delay or permanent disruption of the usual de- 
velopmental integration patterns of the age? It 
may be possible to make correlations with the dis- 
ordered bioelectric patterns noted by the authors 
in this preliminary study, but only if their hy- 
pothesis is used inductively for the more laborious 
research entailed in the individual follow-up sug- 
gested above. 

The other studies cited by them such as the 
positive correlation between abnormal EEGs and 
enuresis point in the same direction. That is, cer- 
tain individuals who have not succeeded in estab- 
lishing mastery over somato-visceral function have 
also failed to develop bioelectric cortical rhythms 
of the usual type. There are already many studies, 
such as those summarized in “Searchlights on De- 
linquency,” that implicate specific interpersonal 
difficulties at the earliest ages. 

I believe that the great value of this paper lies 
in its nosological delineation of the group studied, 
a group to whom the environment has been trau- 
matic, who have not developed the usual long 
circuiting mechanisms of central nervous action 
which intervene between stimulus and response in 
the organism, and who as a result are diffusely 
hyperresponsive individuals unable to engage in 
integrated behavior. The exact relationship of 
these three factors can be validated scientifically 
only by individual study. 
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SQUARE WAVES (BST) VERSUS SINE WAVES IN 
ELECTROCONVULSIVE THERAPY ' 
SPENCER BAYLES, M.D., EWALD W. BUSSE, M.D., 
AND 
FRANKLIN G. EBAUGH, M.D. 


Denver, Colo. 


Electroconvulsive therapy is an empirical 
procedure, which continues to be used in the 
clinical treatment of psychoses and occa- 
sional psychoneuroses because of a some- 
what unpredictable but definite benefit in a 
large number of patients. The method has 
been essentially unchanged since its introduc- 
tion by Bini and Cerletti over 10 years ago. 

The type of electrical energy to be used 
for stimulation has been investigated since 
early speculations that the current flowing 
in the mains might not be of the form most 
advantageous to use in the production of 
convulsions(7, 8, 10, 12). Physiologists 
working with isolated peripheral nerves had 
established that the pulse required for stimu- 
lation of an isolated nerve with minimal en- 
ergy has an amplitude of twice the rheobase 
and duration of 0.1-1.0 millisecond. The op- 
timal wave form is that of an exponentially 
rising and falling current(17). 

Friedman, Wilcox, Liberson, and others 
have used stimulus currents in electrocon- 
vulsive therapy, with pulses approaching this 
optimal form. Such apparatus has been 
built by Reiter, Traugott, and later by 
Offner.2, Experimental and clinical use of 
these stimulators(11, 18) confirmed the hy- 
pothesis that convulsions could be produced 
using only one-tenth to one-fifth of the cur- 
rent previously required when using the sine 
wave currents.® 


1 Read at the 1ros5th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the Colorado Psychopathic Hospital, 
University of Colorado Medical Center, Denver, 
Colo. 

2The term “square waves” applies to the rec- 
tangular pulses generated by the brief stimulus 
therapy apparatus of Liberson-Offner. For a 
theoretical discussion, see article by Offner. 

3 At the Colorado Psychopathic Hospital we have 
used the following current values in each technique : 
Rahm, 110 to 135 volts for 0.2 to 0.4 second; 
Liberson-Offner brief stimulus therapy, pulse dura- 
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The excess electric current (the difference 
between energy required with brief pulses 
and sine waves) (Fig. 1) is considered to be 
of possible danger to the brain tissue. In ac- 
cord with the general principle of medicine 
that one should use only the least amount of 
any therapeutic agent consistent with max- 
imum benefit to the patient, the brief stimu- 
lus therapy technique has been recommended 
to the profession. 

The advantages claimed by the originators 
of this technique include: 

1. Reduction in the potential or probable 
amount of brain damage. 


Pulse duration 


BST SINE WAVE 
"Stimulation with Minimum Power", J.Neuro- 


physiol., 1946, 9:387-390 


Fic. 1. 


2. Reduction in the severity of the EEG 
changes. 

3. Reduction in the postshock confusional 
state, as to both immediate confusion and 
the more or less prolonged confusion and 
disorientation appearing during a series of 
electroconvulsive treatments, thus permit- 
ting psychotherapy during the course of 
treatments. 

4. Reduction in the violence of the seizure 
with decrease in the possibility of injury. 

Reports on clinical results coming to the 
attention of the present authors have indi- 
cated no great difference in clinical effective- 
ness(II, 12, 14, 18). 

A new method with these possible advan- 
tages seemed worthy of trial, and a brief 


tion 0.5 to 0.7 millisecond, treatment duration 1.3 
to 2.0 seconds, peak current 250 to 500 milliamperes 
with average current being 20 to 60 milliamperes. 
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stimulus apparatus of the Liberson-Offner 
type was placed in clinical operation in No- 
vember of 1947. After a period of time to 
gain familiarity with the use of the machine, 
the present study was set up to evaluate the 
claims made for and against the technique. 
At first, we hoped to treat all patients for 
whom electroconvulsive therapy was indi- 
cated with brief stimulus therapy and to 
compare our results with published reports 
of similar series of patients treated with the 
sine wave technique. From a review of the 
literature, it soon became apparent that there 
was no study reported in sufficient detail to 


conference with his supervisor, or in staff 
conference. 

We have no set number of treatments in 
a “series.” We feel, as do Cash and Hoek- 
stra(4), that duration of treatment with this 
empirical procedure should be highly indi- 
vidualized. Accordingly patients are treated 
with ECT as long as they show definite im- 
provement, and treatment is discontinued, 
either when definite goals are reached, or 
when no further improvement is noted after 
2 to 4 treatments, or when the patient ap- 
pears to be getting worse. Average number 
of treatments given with each technique, 


TABLE 1 


DraGNostTic SuBGROUPS, NUMBER OF TREATMENTS, AND CONDITION ON DISCHARGE 


Total treatments 
(Average in 


Total number 


Condition on discharge 
A. 


Square wave 


Sine wave 
A. 
Much Some 


“Much Some 


of Patients each group) impr. impr. Unimpr. impr. impr. Unimpr. 
Square Sine Square Sine (Includes 4 pts. — (Includes ro pts. , 
waves waves waves waves having ECT and insulin) having ECT and insulin) 
Schizophrenia 
ree 5 5 6.5 13.3 2 I 4 I 
co ere 20 15 8.4 9.5 5 8 5 4 5 4 
re 9 9 8.9 8.0 — 4 5 3 3 3 
Manic-depressive 
I 4 8.0 10.0 I I I 2 
Depressed ......... 13 10 9.0 7.9 3 A 2 5 3 — 
Involutional depression.. 4 I 10.0 8.0 3 I _— — I — 
Reactive depression .... 9 > 7.9 8 4 5 — — 4 _ 
Total depressive 
cu i 28 16 10 13 2 5 8 
(40%) (52%) (8%) (38%) (62%) 
Total schizophrenics .... 34 29 7 II II 


provide a valid comparison. It was therefore 
necessary to set up the present study so as 
to include our own control series of patients 
treated with a standard Rahm sine wave 
stimulator. This has the disadvantage of 
giving us smaller groups with which to work, 
but the advantage of reducing the impor- 
tance of uncontrolled variables. As will be 
indicated later, this study gives promise of 
answering more questions than the original 
one of which technique of stimulation is best. 

The material for this study is the group 
of 112 patients from Colorado Psychopathic 
Hospital for whom electroconvulsive therapy 
was recommended and instituted between 
January 1 and December 31 of 1948. The 
decision for treatment was purely on clinical 
grounds, and was made by the resident, in 


7 14 9 7 
(22%) (44%) (34%) (41%) (33%) (26%) 


in each diagnostic subgroup, are given in 
Table 1. Neither the decision to start nor 
terminate treatment had any relation to the 
present study and was, in most cases, arrived 
at without the authors’ participation. 

Electroconvulsive therapy in the first 15 
patients was all with the brief stimulus ap- 
paratus. Thereafter, each patient was given 
a number in sequence as he was started on 
treatment, the patients with even numbers 
having their course of treatments using the 
sine wave technique and the patients with 
odd numbers having a course of brief stimu- 
lus therapy induced convulsions. Thus, the 
type of electroconvulsive therapy given the 
particular patient was a purely arbitrary, 
chance matter. 

The groups obtained are roughly compar- 
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able as to diagnostic distribution and in other 
respects. The brief stimulus therapy group 
is slightly larger, for the reasons above 
(Table 1). 

Method.—Before being accepted for 
treatment, each patient had, in so far as pos- 
sible, a work-up including routine physical 
and neurological, ECG, blood chemistry, cell 
blood count, X-ray chest and spine, EEG, 
and psychologicals. Treatments are given in 
the morning, 3 times a week. With the 
Rahm Sine Wave Stimulator, the electrode 
placement is bi-temporal. With the Liber- 
son-Offner Square Wave Stimulator, elec- 
trode placement is vertex-temporal, the tem- 
poral electrode always being on the right. 
Glissando rise was used at all times. Other 
details of administration were conventional. 

The patients were evaluated clinically as 
to improvement after the course of treat- 
ments, and on discharge by the house doctor 
and by at least one of the authors directly. 
The final statement of improvement or its 
absence is then a consensus of the above, 
plus the opinions of the other authors from a 
careful study of the chart. 

Electroencephalographic examinations were 
made before the series of treatments and, 
when possible, 24 to 30 hours after the eighth 
treatment. Failing this, an examination was 
made as soon as possible after the termina- 
tion of therapy. These examinations were 
made with either a Rahm 6-channel or a 
Grass 8-channel electroencephalograph using 
8 or 10 cortical electrodes with bi-polar and 
mono-polar recording, using ear leads as ref- 
erence leads. Examinations were 20 minutes 
with 3-minute periods of hyperventilation. 

Complete X-ray examination of the spine 
was done in all patients who complained of 
back pain, with repeated examinations in 
some patients with persistent complaints. 
Orthopedic consultation was obtained in all 
patients showing evidence of fracture or 
pathology. 

Of the total group of 112 patients, 63 were 
treated with brief stimulus therapy and 49 
with sine wave therapy. Our random selec- 
tion included some patients in each group 
with previous electroconvulsive therapy. 
Study of these subgroups indicated no clin- 
ical or EEG changes different from over- 
all findings indicated below. Also included 


was a group of patients having insulin coma 
therapy preceding or following the ECT. 
Inclusion or exclusion of these groups did 
not change over-all clinical results, as can be 
seen in the last half of Table 1. 

The distribution of patients by diagnosis 
is presented in Table 1. The greatest dif- 
ference in the diagnostic subgroups is the 
number of patients with various types of de- 
pressions. Because of the psychodynamic 
similarity of all types of depression(5, 13), 
we have considered all depressions as one 
group. 

Electroencephalographic Evaluations.— 
Our first field of interest was in the electro- 
encephalographic findings, for here we felt 
we could best test the hypothesis that there 
is less organic brain disturbance following 
brief stimulus therapy. Of the 64 patients 
having pretreatment brain wave recordings, 
12 (18.8%) had either mild to moderately or 
severely disturbed cortical rhythms. This 
percentage of patients with cortical distur- 
bances is only slightly higher than that found 
in our normal control group.* This appears 
to be in direct contradiction of several re- 
ports (2, 6, 9, 18) indicating a high incidence 
of abnormal EEGs in psychotic patients, but 
is in agreement with the study of Moriarty 
and Siemens(14). We are unable to explain 
this contradiction. We observed that pre- 
vious reports had noted an increase in the 
severity of electroencephalographic changes 
in direct proportion to the number of sei- 
zures and in inverse proportion to the 
time intervening between the last treatment 
and the electroencephalographic examination. 
Rather than use the type of statistical com- 
parison suggested by Bagchi(2), to take 
these factors into account, we have com- 
pared only those records that were strictly 
comparable as to number of treatments and 
to intervening time. Our first group of rec- 
ords, therefore, are all taken in the period 
of 24 to 30 hours after the eighth treatment, 
these 8 treatments having been given regu- 
larly 3 times per week without interruption 
(Table 2). 

Of the 18 records obtained following 8 
brief stimulus therapy convulsions, 3 were 


4 The total percentage of dysrhythmic records in 
our control group of 329 adults is 13.9%. This is 
somewhat lower than that found by Gibbs, Gibbs, 
and Lennox (15.8%). 
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within normal limits, 4 were mildly dis- 
turbed, and 11 severely disturbed. Of 17 
examinations following sine wave treat- 
ments, I5 were severely disturbed, I was 
normal, and 1 mildly disturbed. 

In a group of records taken I to 7 days 
following series of 5 to 8 treatments, it was 
possible to find 8 records from each group 
with exact matches as to number of convul- 
sions and interval between last treatment 
and recording. In these matched cases 3 
were found to be severely disturbed follow- 
ing BST as compared to 6 following sine 
wave treatment. Therefore, it appears that 
there is a decreased disturbance in the EEG 
following brief stimulus therapy as com- 
pared to sine wave therapy. This difference 
is statistically significant at the 5% level by 
the chi square method (X?=4.07, P=<5%). 


Severity of Seizures—One of the advan- 
tages claimed for the brief stimulus therapy 
method has been an apparent reduction in 
the physical severity of the seizures. We at- 
tempted to judge this severity on a rating 
scale based on direct observation, but were 
quickly convinced by the inconsistencies of 
our independent ratings that this type of 
comparison would be of no value. The only 
indication we have, therefore, of the physical 
severity of seizures is the X-ray evidence of 
damage to the bony structures. We found it 
possible to obtain X-rays of the spine fol- 
lowing treatment in all patients with any 
complaint of back pain. Of the patients 
treated with sine waves, II, or 23%, com- 
plained of back pain, and of these, 2 patients 
had evidence of mild compression fractures ; 
1. €., 4.2% of the sine wave treated group 


TABLE 2 


COMPARISON OF POSTTREATMENT EEG FINDINGS 


Square waves 


; Normal Mild to mod. 
24-30 hours after 


8 treatments ....... 3 4 
Matched records 
I to 7 days after 
5 to 8 treatments... 1 4 
4 (15%) 8 (31%) 


We feel that this suggests confirmation of 
the hypothesis that there is less organic brain 
disturbance following the square wave in- 
duced convulsions. We are unable to report 
on the persistence of these disturbances be- 
cause of geographical factors making long 
follow-up examination impossible. 

It seems entirely reasonable to us that the 
difference in electrocortical disturbance may 
be due to the striking reduction in absolute 
amounts of electrical current applied to the 
brain. However, since a different electrode 
placement is used with each technique, we 
are entitled only to say that there is a differ- 
ence in the net result of the 2 methods that 
may conceivably be due more to the differ- 
ence in electrode placement than to the dif- 
ference in amount of current. This pos- 
sibility does not detract from the fact that 
electrocortical changes are less following 
use of the brief stimulus therapy and the 
conclusions drawn therefrom are no less 


valid. 


Severe Normal 


3 
14 (54%) I (4%) 


Sine waves 
A. 


Mild to mod. Severe 


II I I 15 


2 6 

3 (12%) (84%) 
were known to have fractures of the spine. 
In the brief stimulus therapy treated group, 
there were 18 patients, or 28%, complaining 
of back pain, and of these, 4 (or 6.3% of 
the total) showed evidence of mild com- 
pression or chip fractures of upper dorsal 
vertebre. 

There is, then, a slight preponderance of 
pain and fracture in the square wave treated 
group, so that we are forced to conclude that, 
at present, it is not justified to say that BST 
induced seizures are of any less danger 
to the skeletal system, even when using a 
glissando rise, and are probably no less vio- 
lent than convulsions induced with sine 
waves. This similarity is in accord with the 
prevailing neurological opinion that a grand 
mal seizure is largely an all-or-none phenom- 
enon, and once initiated is relatively indepen- 
dent of the precipitating stimulus. 

Clinical Effectiveness of the Two 
Methods.—We feel we should mention our 
indications for electroconvulsive therapy. 
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We believe, as do the majority of psychi- 
atrists, that electroconvulsive therapy is of 
greatest benefit in the treatment of depres- 
sive reactions. We have felt for some time 
that schizophrenic patients with prominent 
symptoms of depression or elation often re- 
spond favorably to electroconvulsive treat- 


TABLE 3 


CLINICAL RESULTS OF TREATMENT OF SCHIZO- 
PHRENICS IN RELATION TO PRESENCE OR AB- 
SENCE OF THE SYMPTOMS OF DEPRESSION 


Condition on discharge * 


Muchimpr. Someimpr. Unimpr. 


: : No. % No. % No. % 
Schizophrenics 

with depression... 7 27 it 42 8 31 
Schizophrenics 


without depression. II 35 9 29 IW 35 


ee ae same as condition at termination of 
electroconvulsive therapy. 


in some instances, as incidental to the gen- 
eral, as yet unexplained, improvement. 

Clinical Results —Of the patients treated 
(Table 4) only by ECT, we find a marked 
difference in outcome in relation to general 
diagnostic category ; 1. e., schizophrenia ver- 
sus depression, but no over-all difference in 
each diagnostic category between the 2 types 
of convulsive therapy. 

Inspection of the breakdown of figures 
(Table 1) fails to show significant variation 
from the general pattern in any subdivision ; 
namely, that in the schizophrenic groups ap- 
proximately 30% may be expected to show 
no improvement. The remaining schizo- 
phrenics are about equally divided between 
some improved or much improved. 

Patients with a depressive psychosis, of 
whatever type, all showed either some or 
marked improvement. 


TABLE 4 


CLINICAL STATUS ON DISCHARGE BY GENERAL DIAGNOSTIC GROUPS 


(Patients treated only with electroconvulsive therapy) 


Square waves Sine waves 
A 
Much impr. Some impr. Unimpr. Much impr. Some impr. Unimpr. 
No. % No. % No. % No. & No. & No. % 
Schizophrenics ......... 5 24 10 648 6 29 7 39 5 28 6 33 
Depressives ............ 9 4! I2 55 I 4 5 638 8 62 —_ — 


ment. In addition, schizophrenic patients 
are encountered whose history and pre- 
psychotic personalities indicate a good prog- 
nosis but the physician is unable to establish 
a working psychotherapeutic relationship 
with the patient. Contact with the patient 
can often be established after ECT. Thus, 
schizophrenics without evidence of depres- 
sion or elation have been included in this 
series, and have often, unaccountably, made 
brilliant improvement. One of our first sta- 
tistical studies was, therefore, to compare 
schizophrenics with depression and those 
without depression as to clinical response to 
treatment. As can be seen from Table 3, 
there is no real difference in percentage im- 
proved, whether depression is present or 
absent. 

Therefore, we have revised our opinion 
and now feel that electroconvulsive therapy 
should not be advised for the schizophrenic 
patient purely as a measure to alleviate de- 
pression. The relief of depression appears, 


Since the above information describes only 
the rather immediate effect of these 2 tech- 
niques, and since there is no apparent dif- 
ference, we wondered if perhaps one tech- 
nique might give less enduring results than 
the other. Accordingly, we have collected 
current information on as many patients as 
possible through relatives, physicians, social 
workers, and Departments of Public Wel- 
fare throughout the state. The patients in 
our series have now been out of our hospital 
for 2 to 14 months. We know the present 
condition (May 1, 1949) of 82 patients, or 
73% of the total. Of the patients reported, 
in each group there are 10% better than 
when discharged, 10% are worse, and the 
remaining 80% are the same as when 
discharged. 

We may now say, from the above, that it 
seems there is no essential difference in the 
clinical effectiveness of these 2 methods of 
electroconvulsive therapy, in spite of a few 
very definite differences in the immediate 
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symptomatology produced directly by the 
treatments. 

Whereas we have shown a difference in 
the organic brain disturbance, as demon- 
strated by the electroencephalograph, and 
since there is no difference in clinical effec- 
tiveness, we feel safe in suggesting that the 
degree of severity of temporary organic 
electrocortical disturbance is of no signifi- 
cance as to clinical improvement. 

The outstanding difference that is most ap- 
parent in the day-to-day treatment of these 
patients is the considerable difference in con- 
fusion and disorientation. This appears to 
be another manifestation of the organic dis- 
turbances of the treatments, although con- 
fusion is not subject to as precise evaluation 
as is the electroencephalograph. The super- 


associated with less favorable distribution of 
clinical outcome. 

We have had no experience with the de- 
liberate production of confusion by multiple 
daily treatments, but would suggest as a sub- 
ject for investigation a comparison of the 
clinical effectiveness of multiple brief stimu- 
lus therapy convulsions (with less confusion ) 
and multiple sine wave convulsions (with 
more confusion). 

From a study of the clinical course, we 
found that in the group of schizophrenics 
some failed to maintain the initial improve- 
ment following ECT. This indicates one of 
three factors: the course of treatment was 
not long enough, or we have been inept in 
our psychotherapeutic efforts to consolidate 
and take advantage of the improvement, or 


TABLE 5 
CONDITION ON DISCHARGE IN RELATION TO CLINICALLY OBSERVABLE CONFUSION 
Square waves Sine waves 
Much Some Much Some * 
impr impr. Unimpr. impr. impr. Unimpr. 
No confusion and/or memory loss: 
6 8 4 2 — 
Some confusion and/or memory loss: 
I 5 4 8 5 3 
Marked confusion and/or memory loss: 


ficial clinical difference is, however, unmis- 
takable. The brief stimulus therapy patients, 
after the same number of treatments, will 
appear more alert, more in contact, less 
vague, and seemingly more apprehensive. 
The sine wave treated patients will appear 
“dazed,” slightly to greatly confused, often 
disoriented for time and place, sometimes 
for many days following treatment. 

It would seem from this difference, and 
from the similarity of clinical effectiveness, 
that the confusion produced by the use of 
electroconvulsive therapy (3 times a week) 
is of no clinical significance. This conclu- 
sion, of course, contradicts a point of view 
held by many authors(1, 3, 16). To test this 
hypothesis, we have tabulated clinical out- 
come against clinical estimate of the degree 
of confusion (Table 5) and find that there is 
no positive relationship here, and the ten- 
dency actually is for greater confusion to be 


we have misinterpreted improvement. We 
suspect the second factor may be of greatest 
significance. 

It is our general impression that the pa- 
tients are more apprehensive about the brief 
stimulus therapy treatments, although the 
over-all results of treatment suggest that 
this apprehensiveness must not be of any 
great significance. We feel that the appear- 
ance of apprehension is most directly related 
to the increased awareness of the treatments 
themselves. An interesting field of specu- 
lation is the peculiar type of apprehensive- 
ness. So far, we have not been able to at- 
tribute this feeling to fear of any particular 
aspect or significance of the treatments, ex- 
cept that some patients do speak of a fear 
of death, or “It’s like dying.” We have won- 
dered if this unformulated dread may not be 
related to unconscious recognition of the im- 
provement that may be produced. Perhaps 
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fear of being made better in spite of them- 
selves is disturbing because of the implica- 
tion of being forced back into their psycho- 
sis-provoking situation. With continuing 
experience, we hope to be able to answer 
some of these questions, also perhaps to in- 
clude an answer to the question of why some 
patients show no evidence of anxiety at all 
in relation to these treatments. 

Whatever the dynamic or neurophysiologic 
explanation of the benefits of electroconvul- 
sive therapy may be, it has been apparent 
that one or the other type of treatment has 
been preferable in certain patients. Most in- 
teresting have been a few patients to whom 
intellectual accomplishment is a great source 
of narcissistic gratification. Two of these 
patients are depressives who have had pre- 
vious sine wave convulsive therapy, and who 
were treated this time with brief stimulus 
therapy. In each instance, they expressed 
greater anxiety about the brief stimulus ther- 
apy treatments, but were quite pleased and 
grateful for the preservation of memory 
and of general intellectual ability. Other 
patients, particularly a few having had pre- 
vious experience with electroconvulsive ther- 
apy, have pleaded for relief from agonizing 
thought and memories and, in some in- 
stances, have not done as well as expected 
with brief stimulus therapy. 

It is hoped that our knowledge will in- 
crease as to the mechanism of improvement 
following electroconvulsive therapy. We 
may then be able to decide whether memory 
should be preserved or impaired from a dy- 
namic understanding rather than merely from 
the patient’s personal preference. 


SUMMARY AND CONCLUSIONS 


1. A report on our first year’s experience 
with the Liberson-Offner Brief Stimulus 
technique for electroconvulsive therapy is 
presented in comparison with conventional 
sine wave technique. 

2. Clinical study shows these methods to 
be equally effective in so far as observable 
improvement is concerned. 

3. Electroencephalographic studies indi- 
cate the brief stimulus therapy method 
produces a significant reduction in post 
treatment electrocortical disturbance. The 
evidence at present does not permit a state- 


ment of the presence or absence of irrevers- 
ible brain changes. 

4. It is postulated that the electrocortical 
disturbance is of no favorable or adverse 
significance in the clinical course. The 
amount of confusion produced seems simi- 
larly to be of little or no clinical significance. 

5. We have observed a greater incidence 
of fractures of the spine following treatment 
with brief stimulus therapy and conclude 
from this and from direct observation that 
the physical violence of the seizures is no 
different with either method. 

6. As an incidental observation, it seems 
that electroconvulsive therapy is of value in 
the treatment of schizophrenics and that this 
value does not depend upon the presence of 
depression in the schizophrenic symptom- 
atology. 

7. Finally, we do not find any overwhelm- 
ing evidence to indicate preference for either 
type of stimulator in clinical practice, al- 
though certain aspects of either method may 
be more or less objectionable in relation to 
the immediate feelings of given patients. 
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HIGH FIDELITY RECORDING OF PSYCHOTHERAPEUTIC 
INTERVIEWS * 


FREDRICK C. REDLICH, M.D., JOHN DOLLARD, Pu. D., 
AND 
RICHARD NEWMAN, M.D. 


New Haven, Conn. 


The value of having a live, word-for- 
word, and inflection-for-inflection record of 
the psychotherapeutic interview, a record 
that can be listened to, played back again 
and again to oneself and others, is so obvious 
that one wonders why little has been done 
until recently to perfect this technique. New 
techniques usually lead to new discoveries in 
a scientific field, and one may expect good 
recording techniques to lead to new findings 
in the field of psychotherapy, which is in 
need of greater objectivity and better con- 
ceptualization. Results should be particu- 
larly fruitful in teaching. To date the super- 
visor or student has relied upon the ther- 
apist’s notes or later account of what took 
place in the interview, an account that was 
more or less subjective, incomplete, and se- 
lective. An objective record, available to 
many observers, should radically improve 
this situation. 

In 1938 Earl Zinn described a recording 
procedure that enabled one to listen to the 
interview over earphones and later to (rather 
unsatisfactory) records. Recording instru- 
ments have been used for some time at vari- 
ous clinics, but to our knowledge no one has 
described the responses of the patient and 
the psychotherapist to the technique and its 
uses in teaching. 

Recordings might be accurately described 
as professional and amateur. We discuss in 
detail how a physician or clinic may obtain 
good records for his or its own use. Profes- 
sional recording requires the assistance of 
sound engineers and technicians in the acous- 
tic treatment of the room and selection and 
use of expensive equipment. Recordings of 
professional quality would be desirable for 
playing to large audiences and for use in a 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 
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sound record exchange similar to the film 
exchange. We wish to stress, however, that 
good results can be obtained by the intelli- 
gent amateur. 


I. TECHNIQUE OF SOUND-RECORDING THE 
PsYCHOTHERAPEUTIC INTERVIEW 


The available recording machines are of 
two general types: mechanical recording on 
a plastic disc or cylinder, and magnetic re- 
cording on wire or impregnated tape. Photo- 
electric recording is not now commercially 
available. With the first type, using a turn- 
table and recording head such as is used in 
the manufacture of phonograph records, one 
can obtain excellent results. This, however, 
requires an assistant or technician to operate 
the equipment during the interview. There 
are a number of machines using small plastic 
discs, cylinders, or sleeves that are, or can 
be, arranged in tandem and require attention 
only for records longer than 30 minutes. 
The cost of the tandem machine is relatively 
high, the cost of the material low. It offers 
the advantage of easy transcribing and inex- 
pensive permanent records that can be easily 
filed ; but all those machines that we have lis- 
tened to suffer from surface scratch, which 
is very objectionable when played back with 
the high amplification necessary for a large 
audience. 

Machines that record magnetically on wire 
or tape offer certain advantages. With them 
one can record continuously for long periods. 
The machines require no attention during 
this time and can be conveniently out of sight 
during the interview. The cost of many ma- 
chines that record for 30 minutes to one hour 
is low, but at present wire and tape are more 
expensive than plastic discs or sleeves. The 
fidelity of most of the cheaper machines is 
quite adequate for recording interviews. To 
our knowledge only a few machines offer the 
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possibility of transcription. Both tape and 
wire offer the advantage that they can be 
used almost indefinitely, the original record- 
ing being erased again and again. A quick 
rewind mechanism and two forward speeds 
as well as a timing device are desirable. With 
tape and to a much greater degree with wire, 
editing and erasing are simple and quick. 

For teaching and research it is extremely 
important that recorded interviews are easy 
to listen to and understand. The fidelity usu- 
ally obtained on embossed plastic cylinders 
or discs is not sufficient for the teaching of 
psychotherapeutic interviews. Such “tran- 
scription quality” is good enough for dicta- 
tion. In the teaching of psychotherapy, how- 
ever, it is important that every inflection of 
the voice, every whisper, yawn, sigh, slight 
and almost imperceptible dropping or rais- 
ing of the voice be recorded with lifelike 
quality. Though psychotherapists usually are 
experienced speakers, most patients are not. 
Besides, emotions such as anxiety, rage, 
shame, and guilt will often decrease the vol- 
ume and comprehensibility of speech. Thus, 
listening to psychotherapeutic interviews, 
unless the recording is excellent, soon be- 
comes tiring and teaching impossible. For 
this reason every care must be taken to 
increase the comprehensibility of the re- 
corded interview. 

The recording instrument must register 
the dominant frequencies of the human voice 
which ranges in frequency from 80 to 10,000 
cycles ; but it is possible to obtain very satis- 
factory recordings if the instrument will 
register frequencies from 100 to 6,000 cy- 
cles, which is comparable to the fidelity of 
the average commercial radio receiver. 

A very quiet room with proper acoustic 
qualities is most desirable although often 
not available. To obtain such a room and 
arrange microphones so that sound is picked 
up well at various locations is difficult and 
usually quite expensive. The authors found 
that the use of one microphone, in the ordi- 
nary room, placed between the therapist and 
the patient, is not satisfactory for recordings 
from which machine and background noises 
should be eliminated. If an elaborate sound- 
treated setup is not available the authors 
found the use of two microphones gives 
rather satisfactory results. If one places one 


microphone close to the lips of the patient 
and another close to the lips of the physician, 
excellent results can be obtained in a room 
that falls far short of acoustic excellence. 
The authors started out with multiple con- 
cealed microphones in an acoustically treated 
room. At present they are using micro- 
phones in plain view, either on a side table 
next to the patient’s chair and on the ther- 
apist’s desk, or attached to halters similar to 
those used by telephone operators. A few 
tests will convince most listeners that the 
nearer the microphone is to the lips of the 
speaker, the better is the recording; it can, 
however, be too close, and at an inch or two 
sibilants will be distorted. Once one realizes 
this and acts accordingly, most of the acous- 
tic difficulties are solved and one has only 
to overcome one’s own resistance to having 
a microphone close at hand. One then dis- 
covers that it is soon forgotten by both the 
patient and physician. 

In drawing up an expense account for a 
recorder, one should not overlook or mini- 
mize the time required to listen to such 
material, think about it, and discuss it. To 
play back and discuss a 50-minute interview 
requires a minimum of 2 hours. In using 
recordings for research and teaching it is 
most important to remember the time re- 
quired. This poses a serious limitation to the 
analysis of sound records of long-lasting 
psychotherapeutic processes. 


II, REACTION OF PATIENT AND PsycuHia- 
TRIST TO SOUND ReEcorDING: SOUND 
RECORDING AS A TOOL IN PsyCHIAT- 
RIC TEACHING 


Freud(1) stresses the value of a verba- 
tim account in order to give an adequate 
description of the therapeutic process, but 
mentions that the patient would be silenced 
by the presence of one single observer. Even 
note-taking during the therapeutic hour is 
disturbing. Therefore Freud recommended 
“free floating” attention. Interviews by more 
than one psychiatrist (teacher and student) 
are disturbing and alter the psychotherapeutic 
situation ; they can at best be used only for 
brief consultations in hospital settings. To 
date the only solution to this dilemma was 
the use of the one-way mirror observation 
room, particularly in the teaching of child 
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psychiatry and play therapy. Children are 
usually unaware of this type of observation. 
Inconspicuous recording may be combined 
with the one-way mirror method and permits 
the production of permanent records. In 
work with adults inconspicuous recording 
alone is usually satisfactory and one can 
dispense with the one-way mirror observa- 
tion room. 

What is the reaction of patient and psy- 
chiatrist to recording? When explanations 
were given to the patients that recording 
takes the place of note-taking and that pro- 
fessional confidence would be strictly ob- 
served, most patients raised no objections. 
Occasional negative reactions were fleeting 
unless reinforced by the psychiatrist’s own 
doubt about the procedure. They consisted of 
questions as to what will happen with the 
recorded material and whether the patients 
are just guinea pigs. If the recording proc- 
ess requires too much attention and is too 
conspicuous, it disturbs the interview. Such 
reactions, however, disappear when record- 
ings are well organized or have become 
routine. 

To make the process as unobtrusive as 
possible, particularly if the patient is seen 
once or just a few times, is imperative. The 
authors, on both general principles and actual 
experiences, decided unequivocally to inform 
patients about recordings. Concealment was 
considered tricky and apt to destroy basic 
confidence between patient and therapist. In 
this new field, the patient must be protected 
to the identical degree that is commanded by 
medical tradition. Sound records must be 
used for scientific purposes as carefully as 
any records in a good clinic. The objects here 
are exactly what they have always been: to 
protect the patient and make his experience 
available for scientific use. This means care- 
ful choosing of patients who can never be 
identified by professional audiences. In most 
instances when the recorded material is used 
for research and teaching this necessitates 
choosing patients who don’t have even the 
most remote social contact with our profes- 
sional groups. Careful editing and degrees of 
“classification,” as in the case of military doc- 
uments, are devices certain to be useful. 
Such safeguards are particularly important 
because recorded data are complete and iden- 


tifying. With proper safeguards, these re- 
corded data can make possible great gains in 
the study of mental life since the verbal 
elements comprise so great a part of it. 

As patients surprised us by accepting this 
technique, psychiatrists surprised us by ini- 
tially rejecting it. They did not like how 
their voices sounded (this is a universal re- 
action; the self-heard voice is not a part of 
a man’s body image and usually surprise 
and annoyance is expressed about how one’s 
own voice sounds). They objected to wires 
and gadgets; they defended the confidential 
character of the interview, felt cramped in 
their style, and belittled advantages of re- 
cording for teaching and research. Actually, 
it took most of us quite a while to get used 
to the procedure and to recognize that most 
of these objections are rationalizations, 
Many parapraxias during the procedures, 
turning switches in the wrong way, ruining 
good recordings, even damaging the machine 
and the like, were manifestations not only of 
the low mechanical skills of many psychia- 
trists, but of rather powerful unconscious 
resistance to the procedure. The scarcity of 
publications about the subject (Bierer and 
Strom-Olssen(2) and Covner(3)) is further 
evidence of this resistance. 

There is no doubt that recording is a try- 
ing procedure for the psychiatrist. Record- 
ings are a merciless mirror of the psychia- 
trist’s method. This is particularly true when 
recordings are played to a group in a psycho- 
therapeutic seminar. Such a procedure for 
the student of psychotherapy or psychoanal- 
ysis is much more trying than the ordinary 
detailed account of the interview, where a 
great deal of screening takes place, often 
totally changing the character of the reported 
interview. The authors were particularly 
struck by this when one of our residents 
played recorded interviews and later gave a 
routine detailed history. The recorded ses- 
sions gave a dramatic portrayal of facts ona 
conscious and unconscious level, while during 
the routine account much of the emotion i 
the therapeutic interaction was obliterated 
and changed. As recording is such a strip- 
ping process there is bound to be resistance 
toward it. It takes courage and maturity to 
play one’s recording to a critical audience. 
The beginner in psychotherapy usually has 
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feelings of insecurity, anxiety, and guilt 
about his activity; he does not like to ex- 
hibit this through the penetrating medium of 
recording unless a very favorable and benign 
situation of learning is created. 

Even experienced therapists are not very 
eager to bring their method out into the open 
—possibly having to face criticism by others. 
It is much easier to talk about one’s thera- 
peutic achievement than to expose the actual 
situation to the inspection of critical judges. 
In this respect teaching in psychiatry differs 
markedly from other clinical teaching. In 
surgery, for instance, the student learns from 
observing operations and later by assisting 
experienced surgeons. Psychiatry does not 
use such a direct method. Thus the young 
psychiatrist does not have the opportunity to 
learn by direct observation or to form iden- 
tifications through seeing and hearing exper- 
ienced psychiatrists in action. We psychia- 
trists learn and teach mostly through hear- 
say. Recording should certainly improve this 
situation and make the therapeutic process 
accessible to direct observation. In connec- 
tion with such teaching and learning habits 
we would like to draw attention to two 
peculiar customs in psychiatric education. 
The first one is our current practice of super- 
vision. In most supervised analyses and case- 
work supervision by social workers, the 
teacher never sees the patient. We believe 
that this is not a healthy situation. Freud’s 
original ideas on this subject differed from 
later practice(4). His early recommendation 
was that the patient would be seen once or at 
intervals jointly by the supervisor and stu- 
dent. Often this may not be feasible ; record- 
ings remedy this shortcoming. Second: Stu- 
dents are expected to report material—in- 
cluding countertransference—but are not 
given the opportunity to observe the teacher. 
This reminds us of the relationship of adult 
and small child in which the adult has the 
right to observe and criticize the child’s in- 
stinctual activities but does not grant a simi- 
lar right to the child in regard to the adult’s 
instinctual needs, which remain secret and 
private. In the adult-child relationship this 
makes sense but we wonder whether this 
type of indoctrination and infantilization of 
the teaching process is conducive to good 
learning. 


The advocated method of teaching psy- 
chotherapeutic “tactics” with the aid of re- 
cording does not preclude the ordinary type 
of supervision any more than the teaching of 
rifle technique precludes the study of battle 
strategy for the future officer. It is the com- 
bination and correlation of both methods that 
will provide a more precise teaching instru- 
ment. 

We have used sound recording in the 
following teaching situations: (a) The psy- 
chotherapist listens alone to his own record. 
This method requires only inexpensive equip- 
ment. It was revealing how much the thera- 
pist may discover in such self-scrutiny of 
his interview. The more experienced he is, 
the more he will learn by this process. (b) 
The psychotherapy student and his supervi- 
sor study recorded interviews of one or sev- 
eral students. This procedure of reviewing 
the record by one teacher and a small group 
is an excellent procedure in learning psycho- 
therapeutic technique. Often it may be suf- 
ficient to review samples of the therapeutic 
hour and it is recommended to combine this 
method with the ordinary type of supervi- 
sion. One can interrupt the record whenever 
the need for discussion and clarification 
arises. (c) The student listens to the record- 
ing of an experienced therapist alone or in 
groups. There is no method that provides a 
better opportunity for imitation and identi- 
fication. By using a simple setup of micro- 
phones, amplifier, and loud-speaker, one of 
us transmitted interviews to a small class 
that listened in a nearby room; this was 
preceded and followed by intensive discus- 
sions of the interview and provided our live- 
liest teaching sessions. (d) Samples of inter- 
views are played to large classes instead of 
presenting the patient in person. This has 
definite advantages. Interviews of patients 
before large classes are often trying exper- 
iences. They are rarely psychotherapeutic 
and often psychonoxious. This alone reduces 
the teaching value of such a performance. It 
is much easier to produce sample recordings 
of one or several interviews and by playing 
them convey a better impression of the pa- 
tient in most cases. The possibility of inter- 
rupting the record at any time, of repeating 
certain parts, and of commenting freely on 
them is an added advantage. 
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Records may be collected over a period of 
time and used repeatedly whenever the occa- 
sion arises. Audiences react with more inter- 
est to such presentations than to mere ac- 
counts of interviews and case histories. Ex- 
cept for the use of sound film, which is im- 
practical, we think that the recording proce- 
dure as a teaching instrument surpasses all 
other current teaching methods of the “tac- 
tics” of the interview. 


III. Sounp RECORDINGS AS A TOOL IN 
RESEARCH 


Sound-recorded interviews have a special 
use in the exploratory phase of research. As 
a listener feels the reality of each partici- 
pant, psychodynamic transactions become 
more credible to him. Many researchers do 
not have Freud’s sensitivity to hidden facts 
in mental life. Such people can understand 
only when the small voice of the uncon- 
scious is, so to say, amplified. The records 
give a sense of the lawfulness and the reality 
of the mental processes. Because their “‘face 
validity” is so high, recorded interviews may 
interest many more competent people in re- 
search in the field of psychodynamics. 

Recorded interviews also provide real ex- 
amples for analysis by researchers. Such 
examples are very important because they 
constitute the starting point for empirical 
studies. Merely imagining a doctor and pa- 
tient is, obviously, not an adequate substitute 
for observing their actual behavior. For ex- 
ample, if researchers want to test the impli- 
cations of the concept of the death wish. it 
is crucial that they find real examples that 
submit to this kind of interpretation. 

Heretofore, the professional interview 
was a transaction known only to the two 
persons participating. Unfortunately, sound 
waves dissipate like Baron Munchausen’s 
frozen air waves in the spring! When an 
interview has been recorded, it can be made 
“public” to scientists. They may study frac- 
tions of interview stimuli as well as the im- 
pact of the interview as a whole. Various 
researchers may independently hear the same 
material. This is a crucial advantage, for no 
individual should be allowed to make induc- 
tions called “scientific” on the basis of his 
own sense perceptions alone. To be scien- 
tific, other specialists must be able to confirm 


the rating or ranking of the data. Unless 
exactly the same stimuli could be presented 
to different scientists, this would not be pos- 
sible. The device of the recorded interview 
may become the entry point of science in the 
field of psychotherapy. 

Nevertheless, all the stimuli of the actual 
interview are not present in a sound record- 
ing. From a scientific point of view, it might 
seem desirable to include the visual as well 
as the auditory stimuli; a combination of 
motion picture with sound record would cer- 
tainly seem preferable. If only sound re- 
cording is used, certain aspects of the inter- 
view are not adequately presented. E. B, 
Brody pointed out to us that pauses, during 
which the therapist nods or smiles approv- 
ingly, may appear in the recording as cold re- 
jection. Such reservation, of course, is less 
valid for psychoanalytic interviews in which 
visual stimuli play a smaller role on account 
of the analytic setting. But a complete. rec- 
ord would be professionally practicable only 
as an occasional expensive research project. 

To the extent that a theory is good, it 
should point to the next problem to be 
solved. Present theory is the result of past 
exploration and verification. The writers ac- 
knowledge their profound indebtedness to 
Freud, the great pioneer in the field of psy- 
chodynamics. For us his hypotheses provide 
the great framework in which fruitful re- 
search is likely to take place. We are also 
hopeful that experimental studies(5) using 
the techniques of behavior research will be 
useful. Taken together these two theoretical 
approaches seem like a powerful research 
orientation. It should be noted, however, 
that sound recording is a device that can be 
used in any psychological frame of reference 
that the investigator prefers. 

Before a scientific experiment can be un- 
dertaken, there must be preliminary identifi- 
cation of the variables involved. The period 
of fiddling and brooding in the light of gen- 
eral research goals is fundamental and es- 
sential. There is an indisputable need for a 
coherent theory of psychodynamics and the 
techniques of psychotherapy. The soft spots 
in current theory produce paradoxes. The 
attempt to resolve these paradoxes produces 
hypotheses that must then be tested clinically 
or experimentally. 
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Any measure of therapeutic effect will de- 
pend upon the clear identification of the 
bench marks of behavior before and after 
treatment. The reality of change is vividly 
evident in recordings. The initial clamor 
and preoccupation of the patient with his 
problem can be contrasted with terminal 
clarity and coherent planning. A scale must 
be developed that will show the relation be- 
tween the therapist’s great labors and appar- 
ently small effect in a difficult case, as com- 
pared with his minor interventions and great 
effect in an easy case. The variables of “dif- 
ficulty of case,” degree of therapeutic effort, 
and visibility of effect must be separately 
scaled. Only thus can an intelligible estimate 
of the therapeutic effect be made. 

Important initial work has been done in 
the evaluation of interviews and interviewing 
procedures by Porter and Snyder. Porter(6) 
showed in a study of 19 interviews that dif- 
ferent judges could reliably analyze the pro- 
cedures used in counseling. In a further 
study(7), Snyder compared the recorded 
material in an unsuccessful case with that of 
4 successful cases, and found that the unsuc- 
cessful case differed significantly from the 
successful cases in the percentage of state- 
ments in various classifications. For in- 
stance, there were many more expressions 
of negative or ambivalent attitudes by the 
client in the unsuccessful than in the suc- 
cessful cases. 

By scoring the statements of the patient 
during successive interviews it might be pos- 
sible to give a picture of tension movement 
throughout a case by using the Dollard- 
Mowrer tension measure(8). This tension 
index should be tried out with sound records 
of psychiatric interviews. Dollard had 2 stu- 
dents rate tension in a successful case and 
found that tension level could be reliably de- 
termined and that it showed a marked drop 
as a result of therapy. 

Resistance is another variable that might 
be scored and measured with the aid of 
sound recordings of interviews. This phe- 
nomenon of resistance, so significant in ther- 
apy, should be studied intensively. Can dif- 
ferent observers pick out the same recorded 
hours as showing resistance? What are the 
signs of such hours—fewer sentences spoken 


by the patient? Longer pauses? Compelled 
irrelevance of discussion? Marked breaks in 
continuity of thought with preceding hours? 

“Empty” hours, likewise, might be mea- 
sured. There are hours during the period of 
therapy that seem motionless and pointless. 
They give the therapist the impression of 
emptiness or confusion. Can observers iden- 
tify such confused hours? It may be that the 
therapist has inexpertly blocked advance or 
that current reality events have reduced the 
patient’s motivation, that severe anxiety is 
casting its shadow over the path, or merely 
that the patient feels that he has done 
enough. If “empty” hours could be quickly 
identified, their various causes could be more 
readily studied. 

The mental life of the patient that goes on 
between therapeutic hours may indeed be an 
important feature of the inevitable “work- 
ing through” of insights (as Alexander and 
French point out(g)). Is this more likely to 
occur efficiently in early or late phases of 
psychotherapy? Can reliable evidence of 
such “homework” be found through re- 
corded materials? It would certainly be too 
much to expect the therapist to collect such 
evidence by memory, but the evidence may 
nevertheless be discovered when preserved 
interviews are analyzed. 

The warning must be given that sound re- 
cording is not in itself virtuous or important. 
We are not anxious to stimulate the pro- 
duction of records to be delightedly stored 
by collector-personalities. Recordings should 
not be undertaken for research purposes un- 
less a careful plan has been made for their 
scientific use. Like the camera, the sound 
recorder is a scientific tool only when it is 
used in the context of a systematic inquiry. 
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PSYCHIATRIC ASPECTS OF CORD INJURY’ 
BENEDICT NAGLER, M.D., RicHmMonp, Va. 


The literature on the psychiatric aspects of 
cord injury is very limited. A recently pub- 
lished technical bulletin of the Veterans Ad- 
ministration(1) dealing with spinal cord in- 
juries devotes less than one page out of 40 to 
psychological problems. Some authors (Gutt- 
mann (2a), Kennedy(3), Michealis(4) ) have 
written a few lines or paragraphs on this 
subject; only two studies are devoted en- 
tirely to the psychological aspects and at- 
titudes of paraplegic patients (Thom(5), 
Weiss and Bors(6)). It is felt that some 
additional comments on this subject are 
justified. 

This study is based on contact with and 
observation of patients in an army cord 
injury center (Cushing General Hospital, 
Framingham, Mass.) and in the paraplegic 
center of the McGuire Veterans Adminis- 
tration Hospital, Richmond, Virginia. The 
period of observation at Cushing General 
Hospital was approximately 2 years and at 
the Veterans Administration Hospital in 
Richmond 3 years. Total number of patients 
observed was approximately 500. Formal in- 
terviews were used in about 200 patients as 
method of investigation ; other patients were 
seen during neurological examination, on 
ward rounds, at the bedside, and in informal 
conversation during social and recreational 
activities. This latter method has the advan- 
tage of avoiding the artificial atmosphere 
of the formal interview. Frequently more 
knowledge is gained by “living” with the pa- 
tient and by seeing him in his routine and 
recreational activities than having the patient 
in the setting of the interview. No statistical 
data are given in this paper as it is felt that 
statistical evaluation is difficult in a group, 


1 Read at the ro5th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, May 
23-27, 1940. 

From the Neuropsychiatric Service, McGuire 
Veterans Administration Hospital, Richmond, Vir- 
ginia. Published with permission of the Chief Medi- 
cal Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no responsi- 
bility for the opinion expressed or conclusions 
drawn by the author. 
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some members of which have been seen very 
frequently, some less frequently, some over 
a period of years, some only over a period 
of months. A statistical study would be of 
value only if a combined psychiatric and 
social follow-up could be made on a wider 
scale than the scope of this paper permits. 


GENERAL PROBLEMS 


Some of the problems of the cord injury 
patients are identical with those of other 
handicapped patients, some are specific for 
our group. 

A. Problems Common with Other Groups 
of Handicapped Patients.—The first of the 
general problems that are shared with other 
groups of patients, for example the am- 
putees, is that of being a “chronic invalid.” 
A detailed psychological study on the re- 
habilitation of the amputees, their difficulties, 
and various reaction types was published 
by Wittkower(7). The paraplegic like the 
amputee, being a chronic invalid and being 
restricted in competitive activities, occupa- 
tional and others, seeks an outlet that would 
compensate him for his loss of prestige. 
The mechanism of reaction is very similar 
to that of an economically or physically 
underprivileged child who tries to overcom- 
pensate his shortcomings in other fields. As 
we observe in such children a desire to gain 
prestige that may eventually lead to petty 
crimes or emotionally explosive behavior, we 
may observe similar reactions among our 
paraplegics that are caused by the desire to 
gain recognition. 

The second problem that our group shares 
with other handicapped patients is the dan- 
ger and temptation of being dependent on 
the help of others. There are 3 possibilities 
of reaction to protection and attention by 
his fellowmen; these attitudes may fluctuate 
in the same patient until a “baseline” is 
obtained. 

1. The first possibility is that the patient 
will be satisfied with the state of being pro- 
tected, that he may desire to continue in that 
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state and would resent any disturbance of 
the protection offered him and, therefore, 
will refuse to leave the hospital or may seek 
means to avoid discharge from the protected 
atmosphere. 

2. Or he will be dissatisfied because of 
insufficient protection. He will feel that not 
enough is done for him, and if he should 
leave the hospital and go home on a visit 
he would express resentment about the lack 
of attention shown him by his family and 
by the community. 

3. And finally he may be oversensitive to 
this particular attention. He will reject over- 
protection, resent any specific consideration 
from the members of his family and from 
the community, and will frequently state that 
this attitude is an expression of curiosity 
rather than dictated by genuine altruistic in- 
terest. He does not want to be singled out 
and to be the center of attention. 

B. Specific Problems of Cord Injury Pa- 
tients —There are several problems that are 
specific of paraplegics. 

1. Loss of dladder and bowel control and 
sexual function—bBeing paralyzed or having 
lost a leg or an arm is not embarrassing to 
the same degree as having lost bladder or 
bowel control or having partially or com- 
pletely lost sexual power. The factors of 
embarrassment of excretory incontinence and 
the partial or complete loss of sexual func- 
tion, a factor of primary importance in the 
drive for happiness, are much more difficult 
to overcome. The loss of these functions 
does not adorn one with a halo of the hero, 
which is so often gained by the loss of a 
limb, or the loss of the use of the extremities. 
To the contrary, the patient is embarrassed 
if persons other than professional personnel 
gain knowledge of his handicap. Although 
only a number of patients have lost sexual 
power completely while others have retained 
partial control as demonstrated in the thor- 
ough investigations of Talbot(8) in this 
hospital, and of Munro and his co-workers 
(9), even partial impairment of sexual func- 
tion constitutes a severe psychological shock. 
The importance of adequate sublimation of 
the sexual drive cannot be stressed too much, 
the tragic feature being that the libido in 
most of these young men has remained 
whereas the accomplishment of the sexual 


act is either impossible or greatly impaired. 
It is not necessary to describe in detail the 
implications of this problem particularly in 
the married group. A married patient may 
wish to grant his wife a divorce fearing to 
be a burden to her and at the same time will 
feel lost and abandoned if she follows this 
advice. The recognition of this ambivalence 
in the patient’s feeling toward this problem 
is of great importance for his psychological 
adjustment. His wife on the other hand 
will frequently show a similar ambivalence 
due to the conflict between the feeling of 
duty toward her husband and her justified 
concern about the future of her marriage. 

2. Facing reality—A great difference in 
attitude toward the reality of the injury is 
frequently noticed in paraplegics as com- 
pared with amputees. This has already been 
observed by Guttmann(2a), Thom(5), and 
Wittkower(7). The amputee has lost his 
extremity and he has to learn to compen- 
sate for this loss. The paraplegic will fre- 
quently nourish false hopes that he may be 
able to move his legs again. Quite often 
this false hope is caused by statements of 
physicians or nurses who did not have the 
heart to tell the patient “the whole cruel 
truth.” Very often necessary surgical pro- 
cedures are rejected by the patient because 
of this attitude. He may refuse participa- 
tion in activities of re-education and re- 
habilitation wishfully waiting for this “com- 
plete recovery.’’ Even unpleasant sensations 
of paresthesia and pain are quite frequently 
misinterpreted as signs of returning function 
that may eventually lead to complete re- 
covery. This daydreaming and waiting for 
the “miracle” often paralyzes his drive and 
prevents constructive planning for the fu- 
ture. 


EcoNOMIC AND OTHER INCENTIVES 


I have given some thought to our present 
pension system. I honestly believe that no 
amount of money will be great enough to 
compensate for such a severe impairment 
of the total personality. The amount of 
pension granted parallels in general the eco- 
nomic situation of the country, if one com- 
pares the compensation in France, England, 
and America. However, I feel that it is a 
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mistake to grant a patient the same amount 
of money while he is in the hospital and 
while at home and at work. If we accept 
motivation as one of the important factors in 
rehabilitation we cannot overlook the eco- 
nomic incentive. The paralyzed patient who 
wishes to leave the hospital is economically 
penalized. While he receives during his 
stay in the hospital room and board and help 
of an attendant he has to pay for all these 
commodities while living outside, and if he 
is married his wife may have to take the 
place of the attendant and will be forced to 
give up her job. So we see that leaving the 
hospital and going to work mean economic 
sacrifice. The amount of money earned in 
a gainful occupation may be nullified by the 
additional expenses mentioned. It is my im- 
pression that these considerations have a 
paralyzing effect on the rehabilitation of a 
number of our patients. A special allowance 
or “bonus” should be given to the patient 
while he is working. This will be an addi- 
tional stimulating factor inducing the pa- 
tient to leave the hospital and to attempt 
social and occupational adjustment. 

In general we believe that most patients 
have a genuine desire to be independent and 
to have the satisfaction of relying on their 
own ability rather than on the help of others. 
However, additional incentives besides the 
economic factor will be of value to give the 
patient the feeling of prestige and of having 
accomplished set goals. This idea was tried 
in 1944 and 1945 at Cushing General Hos- 
pital. A number of patients who had either 
completed high school or had some college 
training and who desired to take courses for 
which full credit would be given were inter- 
viewed with the thought of establishing such 
training possibilities in the hospital. With 
the cooperation of the Deans of a group of 
colleges and universities from that area and 
with the help of the Massachusetts State 
Extension Service a group of classes were 
started in the hospital that were attended 
by approximately 20 students. This appears 
to be a good way to make it possible for 
physically handicapped men to excel in a 
field in which they can compete while still 
undergoing necessary treatment. 

The same idea is brought into practice 
by giving the paralyzed patient the oppor- 


tunity to compete in specially adapted sports. 
Wheel-chair basketball in this country and 
wheel-chair polo in England (Guttmann 
(2a)) are the best examples in this field. 
Not only are these games played between 
teams of cord injury patients but also be- 
tween a team of paraplegics and an outside 
team of physically able men who have to 
play under the same conditions—namely— 
in wheel-chairs. 


REACTION TyPEs 


Evaluation of the psychological reactions 
in this group has shown that we can dis- 
tinguish a number of different reaction types. 
Temporary reactions, e. g., acute delirium 
and confusion due to infection, are not in- 
cluded in this study. Guttmann(2a) has 
pointed out that infectious toxic processes 
particularly of the urinary tract or those 
with septic absorption from pressure sores 
may cause organic mental disorders. To be 
familiar with these mental symptoms is of 
great importance because, as he stated, the 
early recognition will lead to the search for 
the proper treatment of their organic cause. 
Such temporary disorders do not present a 
psychiatric problem of major importance. 
Usually immediate improvement of the de- 
lirium and confusion is seen after improve- 
ment of the physical condition. 

After observing cord injury patients over 
a 5-year period I am inclined to divide the 
reaction types of these patients into 7 groups. 
As in all classifications, we shall find border- 
line cases who will fit neither into one or the 
other group, but for practical purposes there 
seems to be a certain advantage to use this 
division although it may at times seem to be 
somewhat artificial. 

Type 1. Anxiety and Reactive Depres- 
sion.—Surprisingly enough there are only 
a few cases of this type in our group. Not 
more than 6 patients in our series have shown 
a prolonged grief reaction sometimes coupled 
with hostility toward the army or society and 
manifestations of tenseness and anxiousness. 
Of course I do not consider here the im- 
mediate temporary depression which we see 
in almost all patients after they have realized 
the severity of the injury. Only the pro- 
longed reactions are counted here. Although 
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one would think that this reaction type would 
be the most common response in cord injury 
patients it is, as stated above, very rare. 
The depressive reactions that are coupled 
with hostility and anxiety can be explained 
by the fact that the patient consciously recog- 
nizes the extent of his injury and fails to 
find or even to attempt adjustment to his 
situation. Generally speaking the prognosis 
in all these cases is good and a satisfactory 
recovery of the psychological difficulty will 
occur sooner or later in all these patients. 

Type 2. Psychotic Reaction—This reac- 
tion is even less frequent than the depres- 
sive anxiety reactions. Only 3 cases are re- 
ported in the literature (Bors(1), Munro 
(10), and Poer(11)). I have seen 3 psy- 
chotic patients all of the paranoid schizo- 
phrenic type. Two of these patients showed 
considerable improvement without shock 
therapy. One patient was treated with elec- 
tric shock prior to coming to our hospital. 
He was not improved, was finally taken 
home by his mother against medical advice. 
Whether or not psychotic reaction in these 
patients has been caused by the trauma of 
the cord injury per se is questionable. The 
incidence of psychoses in this group seems 
to be not greater than the incidence in the 
rest of the population. Evaluation of the 
family setting and the personality prior to 
illness made us believe that the dynamic fac- 
tors causing the break with reality had their 
roots in early events of childhood. 

Type 3. The Indifferent Group.—tThese 
patients have an attitude of laissez faire, 
laissez aller—“let the other fellow worry. 
I take the little pleasures of today—my 
coca-cola (or whiskey) and don’t worry 
about tomorrow.” This group corresponds 
to the so-called passive-aggressive reaction 
type. There is no overt aggression, no ap- 
parent drive for the good or for the bad. 
This behavior is the expression of complete 
hopelessness. No attempts are made by 
the patients to adjust their lives. This atti- 
tude appears to be less frequent and less 
pronounced in men of higher intelligence. 
The patients of this group are pleasant in 
day-by-day contacts, and when questioned 
about their lack of drive or the alcoholic 
excesses they shrug their shoulders and dis- 
play a belle indifference similar to that 


seen in somatic conversion. They have solved 
their problem by a conversion of their trau- 
matic experience into a complete indifference, 
which takes the place of the reactive de- 
pression that one would expect. 

Type 4. The Psychopathic Reaction.— 
(Aggressive pattern.) These patients pre- 
sent in their behavior the appearance of 
the so-called “constitutional psychopath” al- 
though in a great percentage the social his- 
tory does not reveal psychopathic traits 
prior to injury. This open aggressive pattern 
manifested by hostility, unrestrained and 
abusive language in dealing with fellow 
patients and personnel, and breaches of 
discipline, constitutes a great difficulty in 
management. 

The two groups just described, the in- 
different and the aggressive type, present, 
I believe, manifestations of reactive depres- 
sion transposed into another key of response. 
The indifferent group converts self-punish- 
ment (anxiety and reactive depression) into 
passivity. The aggressive group translates 
the self-punishment of reactive depression 
into resentfulness, hate, and lack of emo- 
tional restraint, which are commonly known 
as psychopathic traits. The patients of these 
two groups present a great challenge to us. 
The ideal goal would be not to allow the 
development of such reactions, because pre- 
vention if tried in time will be more suc- 
cessful than changing the pattern once estab- 
lished. Sublimation of drives and aggression 
into productive channels will help to pre- 
vent these reactions. 

The group comprising the aggressive 
pattern is of particular interest because it 
presents the appearance of “constitutionally” 
abnormal behavior, shedding a new light on 
our concepts of so-called constitutional in- 
adequacy and giving additional strength to 
the analytical theory that aggressive behavior 
is not more and not less constitutional than 
neurosis or psychosis. Constitutional factors 
plus traumatizing experience result in a 
psychological deviation whether this may be 
neurotic, psychotic, or psychopathic. Here 
we have a known trauma that has caused a 
change of the behavior pattern. This trau- 
matizing experience in adult life takes the 
place of the castration fear or other psycho- 
logical traumata in infancy and childhood 
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that may be factors in the development of 
the so-called constitutional psychopathic be- 
havior. 

Type 5. Dependency Reaction.—Emotion- 
ally unstable individuals, frequently giving 
the history of marked dependency in inter- 
personal relations, try to escape the reality 
of their injury by a dependency not only on 
care and help but particularly on drugs. The 
problem of drug addiction in cord injury 
patients is very serious, and I must say 
that this escape channel is sometimes facili- 
tated by overprotectiveness on the part of 
hospital personnel. Their attitude, “make 
the poor boys comfortable,” at the beginning 
of a patient’s hospitalization frequently was 
not abandoned at the start of the rehabilita- 
tion efforts and therefore does great dam- 
age to the accomplishment of re-education. 
Whether or not a true pain is present, with- 
drawal of narcotics is mandatory if any 
attempts are to be made to make the pa- 
tient independent and self-reliant. 

Cobra venom was tried on experimental 
basis to differentiate addiction and bona fide 
pain. The results are so far not yet con- 
vincing and final evaluation is not possible 
at this time. Further studies are necessary. 
The fact cannot be overlooked that a certain 
number of patients have intractable pain 
which may require surgical intervention as 
posterior rhizotomy, chordotomy or even- 
tually lobotomy. The pain problem is very 
bewildering, and at times it is extremely diffi- 
cult to distinguish between a true pain on an 
organic basis and the desire of the dependent 
patient to receive drugs as a symbol of 
protection. 

Type 6. Reaction of the Quadriplegic Pa- 
tient—Although we have encountered in 
this group a variety of psychological re- 
sponses it appears to be justified to consider 
this reaction type separately as they all have 
one difficulty in common. Their sphere of 
normal functioning is very limited, therefore 
re-educational efforts are particularly diffi- 
cult except in patients of higher intelligence 
level who are able to pursue college studies 
or can sublimate their difficulties into other 
mental endeavors. These patients find it 
very difficult to channel their aggressive 
drives into productive accomplishment and 
a continuous effort has to be made to avoid 


antisocial aggressive patterns or—more fre- 
quently—indifference. 

Type 7. So-Called Normal Reaction.— 
Whether or not this reaction is normal or 
only desirable it is “the ideal” which we try 
to accomplish. These men have made the 
best of it, they have accepted their disability, 
they have good insight, they know their limi- 
tations and potentialities and have construc- 
tive plans. This does not mean that they 
are free from problems and anxieties. How- 
ever, they have succeeded in sublimating 
their sexual drives into channels of con- 
structive work and in compensating their 
inferiorities by gaining prestige and recogni- 
tion in endeavors that they can master. 


ATTITUDE OF THE PUBLIC 


What are the positive and negative fac- 
tors in the attitude of the hospital personnel, 
other persons dealing with the patients, and 
the public in general? We profess that we 
want to educate these patients to indepen- 
dence. In order to reach this goal we have 
to help the patient to channel his aggressive 
drives into socially acceptable patterns. We 
have to try to change his resentment against 
society, which consciously or unconsciously 
is frequently present, and his inferiority 
feelings into acceptance of society and self- 
reliance. In order to accomplish this goal 
hospital personnel as well as the public should 
make a clear decision in their own minds 
whether one should continue to be over- 
protective or should encourage the patient 
to independence. It is noted that the attitude 
in general is ambivalent. Maybe we feel 
guilty about being well and being a part of 
the society that is somehow responsible for 
the patient’s suffering and therefore we spoil 
the patient instead of giving him his deserved 
share of sympathy and encouragement. On 
the other hand one notices very often feel- 
ings of hostility toward a group that has 
special privileges and some members of which 
are showing an aggressive behavior pattern. 
This reaction is very similar to that seen in 
the attitude toward minority groups that 
have some representatives who reflect poorly 
on the remainder of the group. It cannot 
be stressed too much that only a very small 
percentage of paraplegics have developed ab- 
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normal behavior patterns such as the indiffer- 
ent passive aggressive, the antisocial psycho- 
pathic aggressive, or dependency (drug ad- 
diction) .reaction type. However, we never 
consider the majority who have reached with 
great effort an adequate adjustment: we see 
only the offenders. This ambivalence be- 
tween feeling of guilt on one side and an- 
tagonism on the other has caused the public 
(and that includes the hospital personnel) 
to be quite often overprotective, which has 
greatly jeopardized efforts for the rehabili- 
tation of the individual. I believe that we 
have to choose between the two attitudes: 
either we feel that cord injury presents 
such an irreparable damage to the patient’s 
total personality that all attempts of reha- 
bilitation will be in vain and that the patient 
should be given all the narcotics and all un- 
restrained freedom as he wants it—then let 
us give up at the same time all efforts for 
physical and psychological rehabilitation—or 
we have the faith that these men can lead a 
useful life within their limitations; then we 
have to give up our overprotective attitude 
and encourage them to independence and 
make them aware of their responsibilities 
as well as their privileges. We cannot do 
both. We, and the patient with us, have to 
make this choice. 

A rigid schedule is desirable within the 
physical limitations of the patient, which 
should be similar to the regular working 
schedule of a physically well man. “Free 
time” that means “empty time” should be 
as limited as possible. This plan is essential 
for combating adverse reactions. Sublima- 
tion of sexual drives that cannot be ade- 
quately satisfied and compensation of physi- 
cal shortcomings is the goal for which we 
should strive for our patients. Another im- 
portant factor in accomplishing self-reliance 
is the collective group consciousness of the 
Paraplegic Association, which is of great 
help in obtaining cooperation of its members 
and which tries to set goals for the indi- 
viduals. However, the most important part 
in guiding the patient to a goal of accom- 
plishment is played by a team of the hospital 
personnel assigned to the patient. They 


should have a sound knowledge not only of 
the physical problems of the patient but also 
particularly of the psychological implications. 


It is necessary to keep our feet on the 


ground. When one reads such statements 
as “unfortunately for these patients, the 
psychotherapy necessary for them has been 
overemphasized and oversold” (Davis(12) ) 
and on the other hand generalizations such 
as these patients are “mentally and physi- 
cally” ill (Poer(11)), one understands the 
necessity of helping all persons concerned 
to come to an understanding of the basic 
factors. I do not feel that these patients 
are in need of continuous guidance by a 
psychiatrist. Needless to say that such pro- 
cedure is not practicable and would also 
arouse the objections of the patient, but I 
do believe that the public and the personnel 
dealing with the paraplegic are in need of 
an explanation of the basic psychological 
principles involved. This also means that 
the personnel must understand their own 
emotional attitudes toward their patients. 

The time will not permit me to discuss the 
importance of an understanding attitude of 
the public in relation to occupational adjust- 
ment. Employers must understand that the 
jobs granted to these handicapped are not 
to be considered as a “charitable or patriotic 
contribution” but as an employment offer 
for which adequate work return is expected. 
Only thus the working of a paraplegic will 
have a satisfactory result from a practical 
as well as psychological angle. Guttmann 
(2b) and Munro(10) have carefully studied 
the aspects of occupational rehabilitation. 

I also am unable to deal today with the 
differences in attitude and readjustment of 
service-connected and nonservice-connected 
patients. It is planned to discuss these dif- 
ferences in the future, based on compara- 
tive studies. 

In conclusion I would like to say that 
emotional handicaps, particularly the sexual 
problems, and the reactions of depression, 
indifference, aggression, and dependency 
make the stimulus of personalized educa- 
tion in various fields mandatory. The danger 
that indifference and hopelessness may de- 
velop or increase has to be avoided. These 
men should be “more than a living memorial 
to the skill of medicine” (Thom(5) ) ; “they 
do not look for charity but for understanding 
assistance in their efforts to master their 
disability and adjust themselves to life again” 
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(Guttmann(2b)). There is a desire, con- 
scious or (as in the indifferent and psycho- 
pathic reaction types) probably unconscious, 
to contribute as well as to receive. As one 
of our patients formulated it—better than 
it could be said in a more scientific way— 
“T know that I have to be in a wheel-chair 
for the rest of my life, but I am not satisfied 
to be supported by my wife and by the pen- 
sion I will receive. I want to do something, 
not only to make some money, but also to 
prove to myself that I am really doing some- 
thing.” 
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DISCUSSION 


Dr. Foster KENNEDY (New York City).—One 
wishes to leap in medias res respecting Dr. Nagler’s 
insistence on the need for the paraplegic to “face 
reality.’ Many paraplegics are nearly without 
pain. Many of these constitute temporarily what 
Dr. Nagler calls the “indifferent group.” In war 
their injury protects them against anxiety in that 
a physical wound protects against the need for 
continued emotional struggle in battle. 


After a certain length of time the paraplegic 
begins to be aware of the fact that he is not getting 
better. He begins to think about the future, and 
in spite of soothing general statements on the part 
of his doctors and some rehabilitation training he 
grows doubtful and anxious about what is happen- 
ing to him. He may demand a showdown from 
his doctor regarding his future. If his doctor be 
honest with him, and he had better be, the para- 
plegic often passes into a reactive depression and 
anxiety, following the reception of ill-tidings for 
which he cannot yet see obvious proof. We must 
remember that the patient himself cannot follow all 
the signs and symptoms of his own case that lead 
the doctor to conclude that the injury cannot be 
repaired. The longer he broods over the verdict 
the more he resents it. He becomes anxious, sleeps 
fitfully, and asks himself: “How and by what 
magic can that doctor be so sure by just looking at 
me that I will never walk again?” This doubt 
may grow. I’ve seen many times tranquillity re- 
stored to such men by way of a laminectomy and 
inspection of the cord at the site of injury. I’m 
apt to call this a “psychological operation.” When 
the surgeon is able to tell the patient quietly and 
gravely that little or nothing can be done by sur- 
gery, that the damaged cord has been inspected and 
thoroughly examined and that it cannot be cured, 
anxiety and past indecision are laid aside and a 
calm acceptance of irrevocable fact is made. This 
acceptance of the irreversibility of his injury must 
be reached before the basis for constructive deci- 
sion and rehabilitation can be laid down. 

Such states of anxiety do not occur only in para- 
plegics ignorant of medicine. I have seen this 
same reaction in medical officers with hopeless para- 
plegia, and one young civilian physician who had 
been shot through the dorsal cord was unable to 
accept emotionally the facts that should have been 
obvious to a man of his experience until after a 
laminectomy had been performed more than a year 
after the injury. An anxiety for a “magic” event 
is characteristic of one’s reaction to disaster; this 
anxiety must be effectively laid aside by demon- 
strated fact before the patient’s emotional energies 
can be channeled into the constructive activities 
by which he must learn to live on a new physical 
level. 

I was glad to see Dr. Nagler state that even the 
terrific shock of permanent paralysis does not ac- 
count for the very rare psychosis found among 
these patients; though the dogmatic statement that 
“such psychoses must have their roots in early 
events of childhood” can hardly be believed. There’s 
a sound Scottish saying, “ye dinna get the way 
ye are from the neighbours.” Men differ indefi- 
nitely from each other in personality structure; 
the problems for each similar group of men are 
almost always about the same. And one wonders 
why compassion and gentleness for the hurt and 
wounded are identified quite simply as “a feeling 
of guilt” rather than a feeling of love. But we 
have reduced the virtues to their lowest common 
denominator in our thoughts and must wait for 
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nobility one day to return. If the paraplegic 
have a good character and is protected from self- 
deception and from drugs and taught a suitable 
trade he will, especially if he be armed with a 
well-informed family group, go far on a new 
and sometimes a happy road. 

Indeed he may go further than he might have 


gone, unstricken. Our primary universe is our 
skin envelope; our secondary universe, enormously 
less important, is everything outside it. If a man 
by will, guts, and humour can manage to deal with 
a catastrophe in the first, he will become endowed 
with ability, power, and confidence by which to 
deal with everything in the second. 
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ANALYSIS OF TEMPORAL FACTORS IN MANIC-DEPRESSIVE 
PSYCHOSIS, WITH PARTICULAR REFERENCE TO THE 
EFFECT OF SHOCK THERAPY * 

JANE E. OLTMAN, M.D., ann SAMUEL FRIEDMAN, M.D., 


Newtown, Conn. 


Extensive accumulation of clinical data 
during the past decade has confirmed the 
opinion that shock therapy is a very valuable 
method of treatment for affective disorders. 
It has also been generally accepted that shock 
therapy has no effect in preventing recur- 
rences or otherwise modifying the repetitive 
course of the illness. Recently, however, criti- 
cism of shock therapy has been raised on 
the presumption that it materially shortens 
the interval between recurrences. Thus, Salz- 
man(1), including in a more general report 
the results of his observations on a relatively 
small group of patients with manic-depres- 
sive illness, asserted that the average re- 
admission interval following the first and 
second hospitalization for patients untreated 
by shock therapy was 4.36 years and 3.17 
years respectively, as compared with 1.4 
years and 1.1 years for the shock-treated 
group. Salzman concluded that shock ther- 
apy increases the frequency of readmissions 
to hospitals for manic-depressive patients, as 
well as for schizophrenics. Although not 
subjected to statistical analysis, a similar im- 
pression is conveyed by Sargant and Slater 
(2) in their statement: “Different rules ap- 
ply to the beginning of treatment in the 
manic-depressive and the involutional depres- 
sions. In the former, unless there are good 
reasons to the contrary, one is usually well 
advised to put off treatment for a time, as 
spontaneous recovery, when it occurs, is 
more likely to be lasting than improvements 
brought about by convulsions.” 

In discussing shock therapy in the treat- 
ment of affective disorders Kalinowsky(3) 
affirmed: “Episodic recurrences of the psy- 
chosis cannot be prevented. The impression 
occasionally received that the symptom-free 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the Psychiatric Service, Fairfield State 
Hospital—Dr. William F. Green, Superintendent. 


intervals between manic-depressive episodes 
are shorter following shock therapy than 
they would have been without such treatment 
is not yet supported by statistical evidence ; 
should this prove to be true it would not 
diminish the value and the necessity for 
active treatment ; an eventual subsequent epi- 
sode may be treated equally well.” In another 
publication(4) he stated: “ECT is entirely 
unsatisfactory in preventing future episodes 
of manic-depressive psychosis. It even ap- 
pears that the free intervals are shorter than 
in untreated manic-depressives. However, 
the shortening of each episode is so remark- 
able that even if the symptom-free intervals 
are shorter—which has not yet been statis- 
tically proven—the total time of illness of 
these patients is sufficiently diminished to 
make ECT a highly satisfactory treatment 
of this disease.” On the other hand, Wortis 
(5) affirmed in a recent review: “The most 
universal consensus is that shock treatment 
substantially reduces the need and duration 
of hospitalization, improves the quality of 
remissions, and delays relapse.” 

It is apparent from the foregoing state- 
ments that the important question of the ef- 
fect of shock therapy on the duration of 
remissions in manic-depressive psychosis is 
still unsettled. Similarly, the influence of 
this treatment on the actual duration of indi- 
vidual psychotic episodes and the length of 
hospitalization has not been studied ade- 
quately. Despite general acceptance of the 
concept that shock therapy effects a consider- 
able saving of time in promoting a remission, 
statistical analysis of this phenomenon has 
been meager. It is almost redundant to em- 
phasize that, particularly in our current eco- 
nomic milieu, the time factor in any illness is 
a highly important consideration. With re- 
spect to the temporal factor, Cerletti(3) is 
quoted as follows: “. . . . the average num- 
ber of hospital days of manic-depressives in 
Italian institutions fell from 180 days to 31 
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days after the introduction of ECT.” A few 
reports have devoted limited statistical anal- 
ysis to this question. For example, Fitz- 
gerald(6) stated that 6 to g months of hos- 
pitalization were required for spontaneous 
recovery from depressions, whereas approxi- 
mately one-third of that time was sufficient 
when shock therapy was utilized. Dodds(7) 
indicated that the average length of hospi- 
talization in involutional depressions was 
reduced from 6 months to 4 months by shock 
treatments. In a careful analysis of manic- 
depressive illness Huston and Locker(8) re- 
ported a median hospitalization of 15 months 
for a control group as compared with 9 
months for patients treated by shock therapy. 
They also indicated that the incidence of re- 
currences was the same for both groups dur- 
ing the relatively brief follow-up period. It 
is also pertinent to note Pollock’s report(9), 
published in the preshock era, which indi- 
cated an average hospitalization of 1.1 years 
for manic-depressive illness in New York 
state hospitals. 

It is evident that further appraisal of tem- 
poral factors in manic-depressive psychosis, 
with particular reference to the effect of 
shock therapy, is indicated. 

The records of 262 patients were accepted 
for this study. Care was exercised to include 
only well-defined cases of manic-depressive 
illness. A few preliminary statistical features 
may be of interest. The group included 185 
women and 77 men—a ratio of 2.4:1. The 
age of onset of the first recognized attack of 
mental illness is indicated in Table 1 and 
Fig. 1; the age at the time of initial hos- 
pitalization is also indicated in Table 1. 

It is evident that the onset of illness tends 
to occur somewhat later in men than in 
women. The peak incidence of the first at- 
tack appears during the third or fourth dec- 
ade in women but not until the fifth decade 
in the male sex. Illness began after the age 
of 40 in 45% of the men, whereas the corre- 
sponding figure for the female sex was only 
23%. In the present series, the age of onset 
of illness, t.e., before or after 40, did not 
appear to exert any significant influence on 
the frequency of recurrence of attacks or the 
length of remissions. 

In women the first attack was more often 
a depressive episode—in the ratio of 1.5:1, 


whereas in men the first illness was mani- 
fested with equal frequency by manic epi- 
sodes and depressions. However, for the ill- 
ness requiring initial hospitalization emphasis 
shifted somewhat toward the manic phase; 
in the male sex this emphasis was sufficiently 
pronounced so that manic attacks outnum- 
bered depressions in the ratio of 1.3:1. The 
first attack of illness necessitated hospitali- 
zation in 198 cases (75%) ; in the remainder, 
patients were hospitalized only after one or 
more preliminary attacks, which did not re- 
quire commitment, had occurred. In the great 
majority of instances these preliminary ill- 
nesses, during which the patient was man- 
aged at home, were depressive episodes. 

The number of hospitalizations experi- 
enced by our group of patients is indicated 
in Table 2 and Fig. 2. 

It is evident that the frequency of attacks, 
or rather hospitalizations, is essentially iden- 
tical for both sexes. This finding coincides 
with Pollock’s data(g) derived from a much 
larger series of cases. However, the inci- 
dence of multiple hospitalizations is much 
higher than that reported by Pollock and 
agrees more closely with the earlier statistics 
of Moore(1o) and MacDonald(11). The 
discrepancy between our results in this area 
and those of Pollock may be explained to 
some extent by the fact that a number of 
cases with only one hospitalization were ex- 
cluded from this study. It is well recognized 
that a first attack of affective disorder, espe- 
cially if it is somewhat atypical, may offer 
considerable diagnostic difficulty. 

The phase of illness in cases with multiple 
hospitalizations is indicated in Table 3. The 
total number of hospitalizations and types of 
illness for all patients are recorded in Table 
4. It may be indicated here that the type of 
predominant phase of the illness, #.e., manic 
episodes or depressive attacks, did not influ- 
ence the frequency of recurrence, or duration 
of remissions. 

For both sexes the average number of hos- 
pitalizations per patient was 3.2. Of course, 
this figure does not represent the actual aver- 
age number of hospitalizations experienced 
by a patient during his lifetime as only a 
small fraction of this group was deceased at 
the time of this study ; consequently, the ill- 
ness of only a few patients could be regarded 
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TABLE 1 
AGE OF ONSET IN MANIc-DeEpRESSIVE PsycHosIs 
I, AGE—IST ATTACK 
Un- 
11-20 21-30 31-40 41-50 51-60 61-70 71-80 know 

Females No. % No. % No. % No. % No. % No. % No. % ‘No. % Total 
DEDPESSION 10 35 41 18 5 I I I II2 
Manic (or mixed)..... 10 23 19 14 3 I oO 3 73 

20 10.8 58 31.4 60 324 32173 8 43 2 11 1 05 4 2.2 185 

Males 
00:60 6 9 14 I 2 39 
Manic (or mixed)..... 8 3 9 9 6 3 ) fe) 38 

14 18.2 10 13.0 18 23.4 23 2909 7 91 5 65 OO 0 Oo 77 
2. AGE—IST HOSPITALIZATION 
Un- 
11-20 21-30 31-40 41-50 51-60 61-70 71-80 known 

= 

Females No. % No. % No. % No. % No. % No. % \No. % No. % Total 
Depression <.icccsccaccs 2 25 43 19 10 4 I oO 104 
Manic (or mixed)..... 7 29 18 20 4 3 () oO 81 

9 49 54 29.2 61 33.0 39 211 14 76 7 38 1 05 oO O 185 

Males 
DEDPOSSION: 3 5 7 9 5 4 33 
Manic (or mixed)..... 5 7 1! 9 9 3 o o 44 

8 10.4 12 15.6 18 23.4 18 23.4 14182 7 91 00 0 0 77 

AGE at ONSET - First ILLNESS 
FEMALES 

NS Manic EPISODE 
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as terminated at the current point of investi- 
gation. 

It may be indicated here that the pre- 
ceding data need not be interpreted to the ef- 
fect that manic attacks are more frequent 
than depressions. Undoubtedly, manic pa- 
tients are hospitalized more readily as they 


create greater problems in the community 
than do depressed individuals. 

In the present study we were especially 
interested in the influence of shock therapy 
on temporal factors in manic-depressive psy- 
chosis. As the first step in this phase of the 
investigation the duration of hospitalization 


TABLE 2 


NuMBER OF HOSPITALIZATIONS IN MANIC-DEPRESSIVE PsycHosIs 


I 3 
os 


No. of hos- 
pitalizations No. % No. % No. % 
Females .... 43 23.2 222 41 22.2 
19 24.7 22 28.6 9 U7 
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TABLE 3 


PuaAse oF Manic-Depressive Ittness (IN Pa- 
TIENTS WITH MULTIPLE HOsSPITALIZATIONS ) 


Females Males 
No. % No. % 
Depressions only ....... 50 35.2 14 24.1 
Manic episodes only..... 45 31.7 30 51.7 
Both types, mixed, etc.. 47 33.1 14 24.1 
TABLE 4 
ToraL NuMBER OF HOSPITALIZATIONS AND TYPES 
oF ILLNESS 
Females Males 
No. % No. % 
Depressions ......... 243 41.1 84 33.7 
Manic episodes ...... 209 50.6 151 60.6 
Mixed, cyclic, etc...... 36 6.1 14 5.7 
Unknown ........... 13 2.2 


4°5 6-7 8-10 11 or more 
No. % No. % No. % No. % Total 
40 21.6 II 5.9 6 3.2 3 £6 185 
17 22.1 3 3.9 5 6.2 77 


NumBerR of HosPiTALIZATIONS 
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for episodes untreated by shock therapy was 
compared with those treated by ECT (or 
metrazol). A few definitions or criteria may 
be pertinent. Hospitalizations at private sani- 
taria (except those continued by transfer to 
state institutions) were excluded from this 
analysis as it was felt that monetary factors 
would play an undue influence in terminating 
the hospitalization. The duration of hospi- 
talization for shock-treated cases was com- 
puted from the time shock therapy was in- 
itiated; any preceding time in the hospital 
was disregarded. Any criticism in this direc- 
tion to the effect that the illness may have 
partially “run its course” prior to initiation 
of shock therapy can be offset by pointing out 
that this method gave an artificial advantage 
in the opposite direction in many instances. 
As an extreme example we cite the case of a 
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patient who was hospitalized for 96 months 
prior to shock treatment, following which he 
was able to leave the hospital within 3 months. 
This case was regarded merely as a shock- 
treated patient with hospitalization of 3 
months. It is probable, therefore, that some 
artificial advantage in statistical manipulation 
was accorded by this method to the untreated, 
rather than to the treated group. Duration 
of hospitalization was classified according to 
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the following limits : o-2 months, 2-4 months, 
4-6 months, 6-12 months, 12-24 months, 24- 
60 months, and 60 months or longer. Data 
were analyzed separately with respect to nu- 
merical order of hospitalization, 1.e., first 
hospitalization, second hospitalization, inter- 
mediate (3rd and 4th) hospitalization, and 
late (Sth or later) hospitalization, and for 
phase of illness, i.e., depressive or manic at- 
tacks. Mixed episodes were included in the 
latter. 

The results are recorded in Table 5 and 
are presented graphically in Figs. 3 and 4. 

In the first place, it is evident that the 
duration of hospitalization in untreated pa- 


tients is essentially uninfluenced by the phase 
of the illness, although there is a slight dif- 
ferential in favor of depressive episodes 
(Fig. 5). 

Shock therapy effects a much more strik- 
ing reduction in length of hospitalization in 
depressions than in manic episodes. For de- 
pressive episodes, results are slightly better 
for first hospitalizations (Fig. 6) than for 
later ones. 


DURATION of HOSPITALIZATION in DEPRESSIONS 
(ALL HOSPITALIZATIONS) 


Suock TREATED 


UNTREATED 


40 
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Practically 75% of shock-treated patients 
undergoing initial hospitalization for depres- 
sive illness were discharged within 2 months 
as compared with some 17% of the untreated 
group. Among the latter, 48% required 
more than 6 months of hospitalization where- 
as none in the treated group required such 
extended hospitalization. 

For all hospitalizations, almost 70% of 
depressed patients treated by shock were re- 
leased within 2 months, as compared with 
approximately 18% of the untreated group. 
Among the latter, some 39% required longer 
than 6 months of hospitalization, as com- 
pared with 8% of the treated group. 
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In agreement with the general clinical im- 
pression that shock therapy is less effective 
in manic phases than in depressions, our sta- 
tistics for manic episodes are less striking 
but still definitely favorable toward shock 


patients were able to leave the hospital within 
4 months, whereas the corresponding figure 
for the nontreated group was approximately 
35%. Of the latter, some 46% remained in 
the hospital longer than 6 months, as com- 


therapy. In this regard it should also be pared with 24% of the treated group. 
DURATION of HOSPITALIZATION in Manic EpisODES 
$0) (ALL HOSPITALIZATIONS) 
Suock Treaten 
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noted that many of these patients, especially 
in earlier years, were treated by a standard 
schedule of shock whereas we are now aware 
that optimal results are obtained most fre- 
quently by means of an accelerated program. 
The number of manic patients treated by 
shock is too small to permit graphic analysis 
of other than total hospitalizations (Fig. 4). 
Under shock therapy, almost 60% of manic 


Accordingly, in both manic and depressive 
episodes, although more profoundly in the 
latter, shock therapy effects a significant re- 
duction of hospital residence and a dimin- 
ished incidence of protracted hospitalization. 

The next area of analysis was concerned 
with comparison of the length of remis- 
sion or interval between hospitalizations, 
following treated and untreated episodes. 
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Intervals were designated according to nu- 
merical order as first, second, intermediate 
(following 3rd or 4th hospitalization), and 
late interval (following 5th or later hospi- 
talization). Again the “frequency” method 
was employed and cases were subdivided ac- 
cording to the following limits with respect 
to duration of remission: O-I year, I-2 
years, 2-4 years, 4-6 years, 6-10 years, 10-20 
years, and 20 years or longer. In this anal- 
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It is apparent that for a completely valid 
analysis of the problem of recurrences one 
should compare cases that have completed 
the entire course of their illness. As a some- 
what less satisfactory measure one might 
compare completed numerically correspond- 
ing intervals. Unfortunately, the amount of 
time that has elapsed since the advent of 
shock therapy is relatively limited, and ac- 
cordingly the number of completed intervals 


DURATION of HOSPITALIZATION in DEPRESSIONS 
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ysis all cases were utilized as there was no 
significant difference between intervals fol- 
lowing hospitalizations at private sanitaria 
and those at state hospitals. Similarly, inter- 
vals following manic and depressive episodes 
were grouped together as the type of attack 
did not exert any significant influence on the 
duration of the following remission. A 
further criterion may be defined : if a patient 
returned to the hospital within one month of 
his release, this was regarded merely as a 
relapse rather than a new hospitalization ; if 
the interval was longer than one month it 
was then regarded as a true remission. 


for shock-treated cases is still comparatively 
small. Consequently, substitutive measures 
have had to be employed to some extent. 
The results are indicated in Table 6 and 
Figs. 7 to 9. 

In the first analysis (Table 6, Column 1 
and Fig. 7) comparison is made of all cases 
with completed intervals and/or those re- 
leased from the hospital at least one year 
prior to the analysis, even though their in- 
tervals are not completed, i.e., they may not 
have required rehospitalization as yet. This 
analysis is of particular value in studying the 
proportion of patients who required rehos- 
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-g(erserssa pitalization within one year. It is to be noted 
| 3 that, for all hospitalizations, approximately 
2576 of untreated patients required readmis- 
‘tae | 3 sion within one year as compared with some 
pt - 10% of the treated group. In other respects 
ERS the results for the treated group also com- 
S pare favorably with those in the untreated 
Flag) *98 group except in the interval periods longer 
Oo S138 than 10 years. The latter phenomenon is of 
course explicable on the basis that scarcely a 
< decade has elapsed since the introduction of 
S shock therapy in the treatment of affective 
= disorders. 
Comparison has also been made of the 
a ae | § proportion of patients who required rehos- 
3 |x pitalization within one year for each numeri- 
Sane = cally ordered interval, as well as for all in- 
tervals (Table 7). 
m 
TABLE 7 
32 READMISSIONS WITHIN ONE YEAR IN MANIC- 
On Inter- 
_Ist 2nd mediate Late 
A ‘val vals vals val val 
Ne) Shock-Treated .. 25 13.0 167 9.1 9.6 
mM Untreated ....... 16.2 27.9 25.5 36.0 24.6 
Els It is evident that for each numerically des- 
Z ignated interval, the rate of readmission 
5 z 3.4 within one year is much lower in the treated 
group than in the untreated group. This 
S es eddaduds differential is most marked for the first, and 
for late intervals. 
m 8s eee Columns 2 and 3 of Table 6 reveal com- 
parison of cases with completed intervals 
3 intervals are not completed. Again the com- 
parison is not unfavorable to the treated 
group except in the interval periods longer 
& “BE. than 10 years. One explanation of the latter 
m Bees) feature has already been indicated. Column 4 
S includes only cases with completed inter- 
vals (Fig. 9). Here the comparison is less 
Pg" 18s favorable for the treated group; however, 
28 cg |S it is evident that by including only cases with 
- completed intervals, i.e., cases that have re- 
quired rehospitalization, we are making an 
artificial exclusion of all patients who have 
PERERERE 3 maintained their health and have not re- 
wo quired rehospitalization. This places the 
oR treated group at a disadvantage as the 
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method excludes a larger number of them 
because of the shorter period of observation. 
The situation in this regard cannot be fully 
clarified until another decade or more has 
elapsed, by which time shock-treated patients 
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than in women. Neither the age of onset, 
i.e., before or after 40, nor the type of pre- 
dominant phase of illness, 7.e., manic or de- 
pressive episodes, exerts a significant influ- 
ence on the frequency of attacks or the length 
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will have undergone periods of observation 
comparable to those of untreated cases. 


SUMMARY 


A review of temporal factors in 262 cases 
of manic-depressive psychosis indicates that 
the onset of illness is somewhat later in men 


of remissions. The duration of hospitaliza- 
tion in untreated patients is essentially simi- 
lar for manic and depressive episodes. Shock 
therapy effects a marked reduction in the 
duration of hospitalization of depressed pa- 
tients ; the effect is slightly greater for first 
hospitalizations than for later ones. There is 
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less prominent shortening of length of hospi- 
talization by shock therapy during manic epi- 
sodes. In each instance the proportion of 
protracted hospitalizations is definitely di- 
minished. The effect of shock therapy on 
length of remissions is not entirely clarified. 
However, it may be stated that shock therapy 
diminishes the incidence of rehospitalization 
within one year of discharge irrespective of 
the numerical order of the illness. The ques- 
tion as to whether or not the incidence of 
lengthy remissions is affected by shock ther- 
apy can be answered only after another dec- 
ade or more of observation has elapsed. 
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8. Huston, P. E., and Locker, L. M. Manic- 
depressive psychosis: Course when treated and 
untreated with electric shock. Arch. Neurol. & 
Psychiat., 60:37, July 1948. 

9. Pollock, H. M. Recurrence of attacks in 
manic-depressive psychosis. Am. J. Psychiat., 
88: 566, Nov. 1931. 

10. Moore, A. S. Quoted by Pollock. Ibid. 

11. MacDonald, J. B. Ibid. 


DISCUSSION 


A. E. Bennett, M.D. (Berkeley, Calif.).—This 
study is an important one from the standpoint of 
evaluating the final results in electroshock therapy 
in affective disorders. Such follow up studies are 
very much needed to settle many controversial 
questions as to the real value of the therapy. 
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I believe there is very little dispute as to the value 
of the therapy in shortening hospitalization as com- 
pared to conservative treatment. Hospitalization is 
reduced by two-thirds to three-fourths by the elec- 
troshock therapy in both manic and depressive epi- 
sodes compared with methods in vogue 10 years 
ago. Shortened hospitalization has to be considered 
from several angles: private hospital methods 
compared with federal or state hospital routine, 
economic factors, family cooperation, and the in- 
dividual physician’s different methods of manage- 
ment of his patients, the use of adjunctive thera- 
pies and many other factors. As a rule’if the ill- 
ness is a definitely completely disabling affective 
illness without organic complications in which 
electroshock is indicated and begun immediately, 
the depressive phase of manic-depressive psychosis 
can be terminated within 3 weeks’ time. The manic 
phase may take from 4 to 6 weeks, and involu- 
tional states about 4 weeks. Such termination of 
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the illness may not mean the patient is ready for 
discharge and further convalescent care may be 
very essential to prevent relapse. 

This study is of more importance from the stand- 
point of settling the question of whether shock ther- 
apy prolongs or shortens remission, or otherwise 
modifies the recurrence of either manic or depres- 
sive episodes. The authors have quoted literature 
statements diametrically oppositional to each other. 
Their statistics, showing 25% of the untreated 
group were readmitted within one year as compared 
with 10% of the shock treated group, confirm my 
own personal experience. I do not believe that re- 
currences occur more frequently if the affective 
disorder is properly treated and followed through 
to complete rehabilitation. On the other hand, I 
believe relapses are delayed and remissions pro- 
longed. In the small group that does relapse or 


recur, if these patients are retreated early, hospital- 
ization is again much shortened, the number of 
retreatments decreased and some patients can be 
handled on an outpatient basis. 

The authors have not considered the acute reac- 
tive psychoneurotic or psychogenically determined 
depressive illness that responds so dramatically to 
electric therapy. In a large percentage of cases, 
if properly followed through with psychotherapy 
and social rehabilitation, they do not relapse or 
have a recurrence. Their study was confined to 


endogenous or constitutionally determined illnesses, 
The authors have properly cautioned us that 
much more time and longer followups of a large 
series of cases with central studies will have to be 
made before we can definitely answer the question 
of whether the treatment influences the cyclic re- 
currences of true manic-depressive psychoses. 
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CORRESPONDENCE 


SWISS SOCIETY FOR PSYCHIATRY 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: Once more I come back from a 
meeting of our Swiss colleagues, warmed 
by their natural and cordial hospitality and 
enchanted by many beautiful sights and sites. 

The Swiss Society for Psychiatry held its 
113th meeting on May 20 and 21 in the 
Cantonal Hospital at St. Urban (Canton 
Lucerne) and in the capitol of the canton, 
i.e., charming Lucerne herself. St. Urban 
was a monastery until 100 years ago, and 
only 75 years ago it became an institution 
for the mentally sick. It is situated in a 
woody region. The old buildings and the 
church, whose old wood carvings, the work 
of monks, are famous all over Europe, are 
wonderful to look at. The adjustment to 
the present use is cleverly done. The patients 
are very well taken care of by the psychiatric 
staff, led by Dr. Decurtins. The nurses are 
all nuns. Whoever has worked with nuns as 
psychiatric nurses, as I did for many years, 
knows that they are doing a splendid job. 

The first session, on May 20, was opened 
by the president of the Society, Dr. Wyrsch, 
in the gala room of the institution, embel- 
lished with marble and with baroque style 
stucco work. Dr. Flournoy read a necrologue 
on Dr. Adolf Meyer, who was a member of 
the Society. Dr. Littman spoke on the re- 
cently deceased Dr. Charlot Strasser. As a 
preview for the Congress in Paris, Dr. Steck 
(Lausanne) gave a fine survey on the psy- 
chopathology of delusion. Papers were then 
read by Dr. Kahn, “Marginal Notes on 
Schizophrenic Experiencing,” and by Dr. 
Ludwig Binswanger, “On Delusion of Per- 
secution from the Viewpoint of Existential 
Analysis.” There followed a discussion. 


In the evening the group gathered in 
Lucerne, as the dinner guests of the cantonal 
and municipal governments. Dinner was all 
right, the wines delectable, and the con- 
versation and after-dinner speeches most 
enjoyable. 

There was more work on Sunday, May 21. 
Papers were read by Dr. Kuhn: “Magical 
and Technical Contents of Delusions,” by 
Dr. Storch: “Existence and World in the 
Cosmic Delusions of Schizophrenic Pa- 
tients,” by Dr. Kielholz: “Child and Delu- 
sion,’ by Dr. Durand: “Some Aspects of 
the French Concepts Concerning the Psy- 
chopathology of Chronic Delusions,” and by 
Dr. Gobbi: “A Case of Collective Sug- 
gestion.” 

There is something I wish to add to this 
brief and dry report today. Long have I 
waited for this opportunity to say it. Many 
of our colleagues will travel to Europe this 
year, and most of them will come to Switzer- 
land. All of them I want to beg from my 
heart: do not “make” Switzerland in a few 
days—it would be a sin against this country 
and its people and against your own souls. 
Do not believe that you ought to see every- 
thing! Do not chase through this country 
in cars and busses! For once take your time! 
If you do not have plenty of time, pick a 
place where you stay, where you can look 
around, get some feeling of the atmosphere, 
see a few people and talk with them. If you 
come to Zurich or to Lucerne, I shall be 
delighted to see you and give you all the 
advice at my disposal. A happy time to you 
all! 

Eucen Kaun, M.D., 
Knonau, Canton Zurich, 
Switzerland. 
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COMMENT 


THE DETROIT MEETING 


The Annual Meeting of The American 
Psychiatric Association at the Book-Cadillac 
and Statler Hotels in Detroit, Michigan, 
May I-5, 1950, marked the 106th year of 
the Association’s existence and was, cor- 
rectly speaking, the 103rd annual meeting. 
It was the second largest gathering in the 
history of the Association, with a total regis- 
tration of 3,206. Of this number, 1,380 were 
members and 1,826 were nonmembers. The 
meeting was highlighted by the theme of 
International Relations, presented by Dr. 
George S. Stevenson in his Presidential Ad- 
dress on the opening morning, by Dr. Detlov 
Bronk in his speech on Wednesday evening, 
and by the participants in the symposium 
on the Social Sciences and International 
Understanding at the final scientific session. 

The following officers were elected: 
President-Elect, Dr. Leo H. Bartemeier ; 
Secretary, Dr. R. Finley Gayle, Jr.; Trea- 
surer, Dr. Howard W. Potter; Councillors 
for three years, Dr. DeWitt C. Burkes, Dr. 
Juul C. Nielsen, and Dr. Harry J. Worthing ; 
Auditor, Dr. Thomas W. Hagerty. 

Under the skillful chairmanship of Dr. 
Henry A. Davidson and the splendid col- 
laboration of a large number of the members 
attending the business session on Tuesday 
morning, the Association adopted 24 amena- 
ments to the Constitution and By-Laws after 
discussing and voting on each amendment. 
The newly revised Constitution and By-Laws 
will be published in this JouRNAL in the near 
future and copies will be available upon 
application to the Office of the Medical 
Director. 

At the conclusion of the business meeting 
on Tuesday morning Fellowship certificates 
were presented to 127 members who had 
been elected to Fellowship status during the 
Annual Meeting in May, 1949. 

The Round Table dinner meetings were 
attended by 1,086 members and guests. 
Among the various topics discussed the 
following proved to be the most popular: 
Evaluation of Therapy, The State Hospital, 
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Marriage Counseling, and Public Opinion 
of Psychiatry. The Honorable G. Mennen 
Williams, Governor of Michigan, partici- 
pated in the discussion of what the public 
thinks of psychiatry. 

The Annual Dinner on Wednesday even- 
ing was attended by 526 members and guests 
who heard Dr. Detlov W. Bronk, President 
of the Johns Hopkins University, present 
an address on The World Task of Psychiatry. 
Dr. John R. Rees of London, England, spoke 
informally regarding the World Federation 
for Mental Health. The retiring officers, 
councillors, and committee chairmen were 
presented with certificates of commendation, 
and Dr. George S. Stevenson received the 
Past President’s Medal from Dr. John C. 
Whitehorn, the President-Elect. 

On Thursday afternoon a reception in 
honor of the newly elected members proved 
to be a delightful innovation in the program. 
During this reception, Dr. J. Clark Moloney 
introduced the officers of the Association 
to the incoming members. On Thursday 
evening, a special academic lecture by Dr. 
Walter J. Freeman on the subject of psy- 
chosurgery was attended by a large number 
of members, and during the same evening, 
a general public meeting heard addresses by 
Governor Luther B. Youngdahl of Minne- 
sota and Dr. Daniel Blain, Medical Director 
of the Association, on the theme of Team- 
work for Sanity. On Friday morning, Dr. 
George S. Stevenson, the retiring President, 
presented the gavel to his successor, Dr. 
John C. Whitehorn, who then assumed the 
Presidency of the Association. 

The Women’s Committee on Arrange- 
ments, under the leadership of Mrs. Ivan C. 
Berlien, provided a delightful program for 
the ladies. It was estimated that 395 ladies 
attended the tea on Monday afternoon. 

Among the many important actions and 
recommendations of the Council that were 
approved by the members during the busi- 
ness meetings, the following are of general 
interest : 
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The Committee on International Relation- 
ships was authorized to make application 
to the State Department for membership 
by the Association on the United States 
Commission on UNESCO. 

The President will submit a project ap- 
plication to the U. S. Public Health Service, 
Division of Medical and Hospital Resources, 
for funds for financing research and develop- 
ment of plans relating to adequate and ap- 
propriate facilities for better care of mental 
patients. 

The Council was advised that the United 
States Civil Service Commission had pre- 
pared an examining circular and specifica- 
tions for clinical psychologists in terms that 
might be interpreted as implying that medical 
supervision is not necessary for psychother- 
apy by clinical psychologists. The President 
of the Association was requested to write 
a letter to the chairman of the Civil Service 
Commission suggesting the insertion of the 
parenthetical phrase “under psychiatric su- 
pervision where diagnostic and therapeutic 
responsibility are involved” and calling atten- 
tion to the resolution of the Association 
passed during its annual meeting that (1) 
the American Psychiatric Association is 
strongly opposed to independent private prac- 
tice of psychotherapy by clinical psychologists 
and (2) the Association believes that psy- 
chotherapy whenever practical should be 
done in a setting where adequate psychiatric 
safeguards are provided. This action by 
Council was approved by the members at- 
tending the business meeting on Friday 
morning. 

Dr. Lauren E. Smith and Dr. D. Ewen 
Cameron were elected to membership on the 
Executive Committee. 

Council approved the following appoint- 
ments to the Committee on Membership: 
Dr. Robert B. McGraw, Dr. William H. 
Dunn, Chairman, Dr. Robert O. Jones, Dr. 
Francis J. Gerty, Dr. Riley H. Guthrie, and 
Dr. David C. Wilson. 


Application will be made by the President 
of The American Psychiatric Association 
to the Surgeon-General of the U. S. Public 
Health Service for funds to plan and conduct 
a Conference on Psychiatry and Medical 
Education to be held jointly under the aus- 
pices of the American Psychiatric Associa- 
tion and the Association of American Medi- 
cal Colleges. 

The following organizations were pro- 
visionally accepted as Affiliate Societies of 
the Association pending the adoption of a 
policy regarding new Affiliate Societies: The 
Oklahoma Society of Psychiatrists and Neu- 
rologists, The Nassau Neuropsychiatric So- 
ciety, The Bronx Society of Neurology and 
Psychiatry, and The Long Island Psychiatric 
Society. 

The Committee on Public Education and 
the Committee on Cooperation with Lay 
Groups were merged into a new Committee 
on Public Education and Relations consist- 
ing of 12 members. 

During this Annual Meeting, 621 applica- 
tions for various grades of membership were 
approved, and the total membership of the 
Association now numbers 5,856 members. 

On the recommendation of the Council, 
the members voted to hold the 1951 Annual 
Meeting at Cincinnati, Ohio, May 7-11, 
inclusive. 

The success of the meeting was a tribute 
to the work of the Committee on Arrange- 
ments under the capable leadership of Dr. 
Ivan C. Berlien, the painstaking work of 
the Executive Assistant, Mr. Austin M. 
Davies, and the members of his staff, the 
careful selection and arrangements of the 
scientific program under the experienced 
chairmanship of Dr. Frank J. Curran and 
the members of his Committee, the Commit- 
tee on Public Education under the direction 
of Dr. John Lambert, and the friendly co- 
operation of the members and their wives. 


Leo H. BArTeMEIER, M. D., 
President-Elect 


MENTAL HEALTH ADMINISTRATION 


Mental health, by its implication, would 
seem to enter into every aspect of human 
activity and human relationship. It is, how- 
ever, hardly necessary to justify the account- 
ability for mental health as belonging in the 


field of the medical profession since the 
evaluation of the nature and the causes of 
mental ill health are the foundation upon 
which the whole program of mental hygiene 
must be built. 
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While therefore mental disorder is pri- 
marily a medical question, measures for 
preventing illness and promoting health in 
the broadest sense demand something more 
than merely clinical skill. Herein is a par- 
ticular challenge to statesmanship for the 
formulation and application of public policies 
which shall guarantee the realization of a 
satisfactory public mental health program. 

While such a centralized state program 
must include the supervision of both public 
and private institutions for mental patients, 
these interests must be supplemented by the 
coordinate development of diagnostic and 
treatment facilities for patients of all types 
not requiring institutional care. These must 
be supplemented further by cooperation with 
local medical practitioners and collaboration 
with medical, social, educational, and legal 
agencies, and with other institutional and 
community facilities having as objective the 
prevention of mental illness. 

An effective public program for promoting 
the mental health of a people of a given po- 
litical jurisdiction demands competent medi- 
cal leadership. The medical specialties must 
be dovetailed and coordinated with other 
ancillary disciplines that seek to restore 
health; to promote effective living for the 
disabled ; to prevent sickness; and to pro- 


mote the positive aspects of healthful living. 

Such plans visualize a triad of coordinate 
interests. The first concerns itself with an 
enlightened medical profession fully aware 
of modern medical resources. 

The second postulates sound public policies 
dealing with mental health and the effective- 
ness with which these policies are carried 
out. Such a program is best accomplished 
by an executive mental health department 
in state governments with a competent phy- 
sician experienced in psychiatric administra- 
tive techniques as its head. Last but not 
least important: the rates of compensation 
should be in keeping with the services re- 
quired ; and tenure of office should be based 
solely upon professional qualifications and 
merit. 

Such an administrative structure is still a 
long way from being universally adopted. 

The third coordinate part of this interest 
involves an enlightened and articulate public 
opinion that confidently supports the other 
two. 

This triad of interest must be marshalled, 
eventually, by competent professional leader- 
ship. The recent inauguration of a Section 
on Administration by the American Psychi- 
atric Association is one step in this direction. 


W. L. T. 


INSTITUTIONAL STATISTICS OF MENTAL DEFECTIVES 
AND EPILEPTICS 


A report on administrative statistics for 
specialized institutions for mental defectives 
and epileptics issued by the National Institute 
of Mental Health shows that from 1903 to 
1947 the total number of defectives and 
epileptics in all institutions in the United 
States, public and private, rose from 14,347 
to 125,123. The corresponding rates per 
100,000 population were 17.8 (1903) and 
87.7 (1947). 

This does not mean, of course, that these 
figures represent absolute increases in the 
total number of individuals in these cate- 
gories in the population ; they only represent 
the number institutionalized. Here, as in the 
case of the mentally ill, the figures show that 
as increased accommodation and facilities 
are provided an increased number of those 
tequiring institutional care are withdrawn 


from the general population where they could 
not previously be enumerated. In all these 
classes the facilities provided have never been 
able to keep up with the need, and the report 
states, “Institutional facilities for the care of 
mental defectives and epileptics are in no 
way adequate to meet the demand.” It is 
estimated that mental defectives average at 
least 1% of the total population. 

While not all mental defectives require 
institutionalization there are large numbers 
who would profit by such care and training 
but for whom accommodation is not avail- 
able. Since this training is calculated to re- 
duce the social liability of these individuals 
it would appear to be sound economy to pro- 
vide the necessary additional institutional 
accommodation as rapidly as possible. 
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NEWS AND NOTES 


New York STATE MENTAL HycGIENE PER- 
SONNEL Honorep.—The New York State 
Department of Mental Hygiene has during 
the past few months held a series of cere- 
monies making formal recognition of the 
quarter-century or longer service of 1,178 
employees. Working mainly in the 27 insti- 
tutions administered by the department at 
various locations in the state, 712 have been 
on duty from 25 to 30 years, 370 from 30 
to 40 years, and 70 for more than 40 years. 

Most institutions made the silver jubilee 
ceremony an occasion for celebration, con- 
ducting musical programs, luncheons, or 
banquets. Employees who received the 
awards represent all grades in the civil ser- 
vice classification. Included are doctors, 
nurses, attendants, and all other personnel. 


MENTAL HEALTH INSTITUTE IN UTAH— 
The Department of Psychiatry of the Uni- 
versity of Utah recently sponsored a Mental 
Health Institute for Public Health Physi- 
cians of the 10-state intermountain area, held 
in Salt Lake City June 12-22. The Institute 
was made possible by a grant from the 
U.S.P.H.S. Faculty for the Institute came 
from the Universities of Pennsylvania and 
Pittsburgh, from the Menninger Foundation, 
the U.S.P.H.S., the Great Falls, Montana, 
Mental Hygiene Clinic, Yale University, and 
the University of Utah. Dean of the faculty 
was Dr. Jules Coleman of the University of 
Colorado. 


Dr. Britt Director oF CoLoNY.— 
Dr. Henry Brill has been appointed direc- 
tor of Craig Colony for Epileptics, at 
Sonyea, Livingston County, N.Y., taking 
office June 1. Dr. Brill has been assistant 
director of Pilgrim State Hospital at West 
Brentwood, L.I., since 1943 and is a member 
of the Department of Mental Hygiene’s 
committee on professional care. Craig Col- 
ony serves 2,279 patients from all parts of 
the state. 


ConGrESS OF FRENCH PsyYCHIATRISTS AND 
NeuroLocists.—The 48th Congress of psy- 


chiatrists and neurologists of France and of 
French-speaking countries will be held at 
Besangon July 24-31, 1950. The general 
secretary of the Congress is M. le Dr. P. 
Cossa, 29, Bd Victor Hugo, Nice. 


CONGRESS OF AUSTRIAN PSYCHIATRISTS 
AND NEuROLOoGISTS.—The Congress of Aus- 
trian psychiatrists and neurologists together 
with the Vienna Society for Psychiatry and 
Neurology was held at Gmunden near Salz- 
burg May 30, 1950. Leaders in the fields of 
neurology, psychiatry, and mental hygiene 
from many centers contributed to the four 
scientific sessions of this highly profitable 
meeting. 


FEDERAL SUPPORT OF RESEARCH.—The 
National Advisory Mental Health Council 
meeting May 6 and 7, 1950, in accepting the 
report of Dr. Nolan D. C. Lewis, chairman 
of the research study section, recommended 
support for 42 research projects, continuing 
and new, totaling $540,442. Continued sup- 
port of 27 other projects amounting to $409,- 
772 had previously been approved. Of the 
total research grants authorized by the Na- 
tional Institute of Mental Health since 1947, 
24% have been in the field of neurology, 
27% in child development studies, and 15% 
in psychosomatic research. 


Dr. BURLINGAME PRESIDENT-ELEcT Con- 
NECTICUT STATE Mepicat Society.—At its 
annual meeting in May 1950 the Connecticut 
State Medical Society elected Dr. C. C. Bur- 
lingame, psychiatrist-in-chief of the Institute 
of Living, Hartford, as President-Elect. 
After serving one year in this capacity Dr. 
Burlingame will become President of the 
State Medical Society for the year 1951-52. 


Mepicat ILLustrators’ Drrectory.— 
The Directory issue of Graphics, the official 
publication of the Association of Medical 
Illustrators, contains the names, addresses, 
and qualifications of the members. 

The journal, issued on June 1, will be 
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74 NEWS AND NOTES 


available to those requiring medical illustra- 
tion service and will be sent, free of charge, 
upon request to the Editor, Miss Helen 
Lorraine, 5212 Sylvan Road, Richmond 25, 
Va. 


Psycuratric AIDE OF THE YEAR.—This 
award for 1950 was conferred on Irwin Jen- 
nings Peterson, attendant at Moose Lake 
State Hospital, Minnesota, for demonstrating 
the efficacy of a friendly and humane attitude 
in the treatment of even apparently hopeless 
mental patients. Mr. Peterson received a spe- 
cial citation and $500 in cash at a formal 
ceremony conducted as part of the national 
observance of Mental Health Week April 
23-29. 

Motion PicturES ON INTERVIEWING.— 
The Department of Medicine and Surgery, 
Veterans Administration, is having produced 
a series of 7 films on the subject of inter- 
viewing the psychiatric patient. The series 
is under the technical direction of Dr. 
Florence Powdermaker and Dr. Jacob Fine- 
singer. The first three in the series are ready 
for distribution: Introduction, Methods of 
Procedures, An Approach to Understanding 
Dynamics. 


[July 


The films may be borrowed for a period 


of 5 days, without cost except for payment 
of transportation charges. Requests should 
Chief of the Medical 
Illustration Division, Department of Medi- 
cine and Surgery, Veterans Administration, 
Washington 25, D.C. 


be directed to the 


IsLAND PsyCHIATRIC SOCIETY.— 
Officers elected at the April meeting of the 
Long Island Psychiatric Society to serve for 
the 1950-51 season were as follows: Arnold 
A. Schillinger (Northport VA Hospital), 
president; Jesse L. Bennett (Creedmoor 
State Hospital), vice-president; Ulysses 
Schutzer (Central Islip State Hospital), 
secretary-treasurer; Henry Brill (Pilgrim 
State Hospital) and Pompeo Milici (Kings 
Park State Hospital), counselors. 

Dr. Schillinger has been appointed Chief 
of Professional Services at the new Franklin 
Delano Roosevelt VA Hospital, Montrose, 
N.Y., which opened on May 21, 1950. 


LONG 


CorrEcTIon.—In the May 1950 issue of 
the JOURNAL an error appeared on page 806, 
third paragraph, in the misspelling of a name. 
The credit was intended for Dr. Martin A. 
Berezin. 
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BOOK REVIEWS 


America’s HEALTH. A REPORT TO THE NATION. 
Official Report by The National Health As- 
sembly. (New York: Harper Bros., 1949.) 


In May 1948 Mr. Oscar Ewing convened a Na- 
tional Health Assembly in Washington, D. C., to 
consider problems concerning the health of the 
nation, and to formulate recommendations to span 
the gaps between the present situation and the 
basic requirements for the future. The assembly 
was divided into 14 sections, and was attended by 
some 800 delegates representing professional or- 
ganizations and public and private agencies con- 
cerned with the various problems affecting the 
health of the American people. The book embodies 
the deliberations and recommendations of these 
14 sections and is of such great importance that 
it should be in the hands of both physicians and 
laymen. 

Every conceivable phase of the subject from the 
need of medical personnel to international coopera- 
tion in health has been minutely analysed and 
thoroughly discussed in separate chapters, each of 
which concludes with a recommendation to the 
assembly. One is impressed with the constantly 
recurring emphasis on the necessity for an in- 
crease in personnel. This relates not only to doc- 
tors, dentists, and nurses, but to hygienists, social 
service workers, physical therapists, tech- 
nicians. Among the special branches of medicine 
the need for psychiatrists and psychiatrically 
trained workers is pressing and immediate. 

Both the education and the means of furnishing 
more doctors poses a difficult question. Whether 
this is accomplished by increasing the size of ex- 
isting medical schools or by establishing additional 
schools, large sums of money would be required, 
but it was concluded that, whatever the source of 
these funds might be, they must be administered 
without any restrictions whatsoever by universities 
and medical schools. 

In practically all sections, emphasis is also placed 
upon the absolute necessity for continued research, 
both fundamental and applied. For this purpose 
existing facilities will have to be modified from 
time to time and continually expanded. Present 
funds are not adequate and must be increased from 
private and governmental sources, disbursed in the 
same manner as those expended for personnel. 

The chapter on hospitals is excellent. A plan 
was suggested for large central hospitals associ- 
ated preferably with universities and medical 
schools. Connected with this completely equipped 
medical center would be outlying primary and 
secondary units so organized that they could serve 
either large urban or scattered rural areas. Cog- 
nizance was taken of the fact that, as the acute 
infectious diseases come under control, fewer beds 
are needed for patients suffering from these dis- 
eases, and more beds for chronic diseases. It is 


suggested that veterans’ hospitals “should be inte- 
grated into and become a part of the state hospital 
plan for everybody,” a system that has been 
adopted in Canada. It is strongly advocated that 
the veterans’ hospitals should be used for teaching. 

The financing of hospital care should be pro- 
vided as a general principle by the community as 
far as possible. The Blue Cross prepaid hospital 
insurance plan is of great assistance. It is sug- 
gested that “if the present sources of hospital in- 
come prove to be inadequate—then higher levels 
of government, the States and the Federal Govern- 
ment, must assume part of the responsibility.” 

The section on local health units is of almost 
equal significance. It is pointed out that a single 
unit serving a population of 50,000 is the most eco- 
nomical arrangement. The universal establishment 
of these local health units should be urged, aided 
by the community involved, which must be edu- 
cated to appreciate their value. The units must be 
supported by Federal, state, and local aid. 

Equally pertinent is the chapter on chronic dis- 
ease and the ageing process. Three-quarters of the 
people afflicted with incapacitating chronic illness 
are between the ages of 15 and 65. Much can be 
done for many of these patients through rehabilita- 
tion, and the center established recently at Belle- 
vue Hospital in New York is offered as an ex- 
ample of the benefits that may be derived from 
this form of treatment. Every means must be em- 
ployed not only to prevent these chronic diseases 
but to teach those invalid by them how to cope 
with their special disability. 

Though much has already been done for mater- 
nal and child health, there still remain areas 
through the United States where gross neglect 
results in high maternal and infant mortality. It 
is essential that steps be taken to remedy this 
glaring fault. 

The chapter on “A National Program for Rural 
Health” is devoted to one of the most enlighten- 
ing discussions, for it is in the rural areas that all 
forms of medical care and of preventive medicine 
are at the lowest levels. The lack of doctors, den- 
tists, and nurses is deplorable; public health ser- 
vices are poor or nonexistent, and hospitals are 
scarce. It is estimated that in 1,200 rural commu- 
nities in which 15,000,000 people live there are no 
hospitals. These unfortunate conditions are re- 
flected in the physical condition of the inhabitants. 
The syphilis rate among men between 21 and 35 
years of age is higher than in urban communities, 
and farm boys were rejected in the draft more 
often than men in any other occupation. It is sug- 
gested that land grant colleges take an active part 
in the education of personnel to fill positions in 
these areas; that hospitals and public health ser- 
vices be provided; and that a system of voluntary 
health insurance be instituted. There was con- 
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siderable debate upon this last problem, but it was 
finally decided that expansion of voluntary health 
insurance, with a provision for subsidy for these 
plans if necessary, was preferable to national health 
insurance. 

Chapter 8, devoted to a discussion on the nation’s 
need for medical care, is also of great practical 
value. The statement so often made that our doc- 
tors, hospitals, medical care, and research are the 
best in the world may have a basis in fact, but it 
applies only to certain regions of the United States, 
for these blessings are very unevenly distributed. 
As an example it is recorded that in Massachusetts 
95.3% of all births are attended by physicians in 
hospitals and 4.7% by physicians in homes, whereas 
in South Carolina only 41.2% of all births are at- 
tended by physicians in hospitals and 24.4% by 
physicians outside, while 34.4% are attended by 
midwives or only by friends. There are many 
reasons for such blatant discrepancies, and the dis- 
cussions concerning the remedies, which are ex- 
tremely complicated, are of much value. Health 
insurance of some type is essential, but the com- 
mittee could not decide whether this should be 
achieved through voluntary systems or a national 
insurance plan. They, therefore, suggest that 
further discussion of this burning question should 
take place between representatives of the Ameri- 
can Medical Associations and groups representing 
consumers and other organizations. Under any 
circumstances health insurance alone could not 
solve the problem for it is essential that local com- 
munities through civilian committees aid in rem- 
edying the present deplorable situation. 

The necessity for the support of research in all 
branches of medicine is emphasized, and it is pointed 
out that what is most needed are “fluid funds.” In 
general it is recommended that there be Federal 
as well as private support but that Federal support 
should be for fellowships and as grants-in-aid ad- 
ministered by universities, to supplement and not 
replace university expenditures for research. 

State and community planning for health re- 
ceived considerable attention, and physical medi- 
cine or rehabilitation was interpreted as a method 
of converting disability from a handicap to an 
inconvenience. To do this requires an elaborate 
organization that should have support from the 
Federal Government, though again insistence is 
placed on the fact that this should not be under 
government direction. 

The deliberations of the section on a national 
program for mental health form a chapter of para- 
mount significance. When one considers that one- 
half the patients in veterans’ hospitals are psychi- 
atric cases, and that on any one day the mentally 
ill constitute about half of all hospital patients in 
the United States the problem assumes immense 
proportions. It is estimated that a minimum of 
100,000 additional beds is required immediately to 
care for the mentally ill. Vast numbers of psychi- 
atrists, psychiatric social workers, clinical psy- 
chologists, nurses, physical therapists, and atten- 
dants are so badly needed that it is impossible to 
fill the demands for personnel. 


The section has very wisely approached one phase 
of the problem from the viewpoint of preventive 
medicine. It is suggested that the situation would 
be greatly improved if mental disturbances and 
the circumstances under which they arise could be 
recognized early. Doctors themselves should be- 
come more familiar with mild psychiatric condi- 
tions, and many members of the laity such as minis- 
ters, teachers, lawyers, law enforcement officers, 
and others might be instructed in the recognition 
of various forms of mental aberration, and so facili- 
tate early detection and treatment. It would also 
be very helpful if psychiatric services could be 
instituted in many industries. It is evident that 
large sums of money are required to fulfill these 
needs, and consequently in addition to private sup- 
port the section “urges that the Federal Govern- 
ment interest itself in such subsidies.” 

The question of what can be done to improve 
nutrition seemed to be clearly related to interna- 
tional conditions and cooperation with the United 
Nations. The problem of international coopera- 
tion in health comes under somewhat the same 
heading. With present methods of transportation 
disease can spread fast, or food can be moved 
rapidly. Unfortunately only a passing mention is 
made of the magnificent example set by the Rocke- 
feller Foundation in devising methods to control 
hookworm disease, of their successful fight against 
yellow fever, and their work on typhus. 

We are constantly reminded that the statement 
that our medicine is the best in the world is un- 
fortunately misleading. Even the best can be im- 
proved, while the good and bad are very unevenly 
distributed through the country. Each section of 
the United States has its individual difficulties to 
contend with, and any effort to cope with the na- 
tional problem must take into account the regional 
variations, due to a very complicated diversity of 
local conditions. One gets the impression that, on 
this account, stress is laid upon the responsibility 
of local communities to furnish every possible aid 
in solving this enormous but pressing problem of 
the health of the nation. 

WarFIELp T. Lonccope, M.D., 
Lee, Mass. 


EpuCATION THROUGH ArT. 
Herbert Read. 
Inc. ) 


This is an English book—by an English author— 
in a new, American, edition. 

In the short space of 3 years it has achieved 
world-wide fame as a classic of well-ordered in- 
tegration on a notable, timely, but ageless theme; 
creative man in action. The child, as “father of the 
man” in question, has stepped out of his traditional 
and humble role as one who “should be seen and 
not heard,” and has claimed our attention by the 
measure of his creative stature, making us see him 
in reality for what he is and how he digs himself 
into the world of fact and imagination. 

Child-art—or what is called child-art—is not 
new. By this time we have overcome our initial 
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and adolescent creatures have shown us. The author 
of this book has set about the task of telling us 
what it means. The artist cannot do this, although 
he was the first to understand the quality of the 
effort. The average teacher fought against such 
childish manifestations because it destroyed his 
textbook theories. The psychologists could tell 
another story about the necessity for such releases. 
The psychiatrist could estimate its character from 
the standpoint of physical and mental well-being. 

But it required a mind like Herbert Read’s to 
coordinate the evidence and to explain the creative 
processes of origin, techniques, and integration. 
Read is a poet, a critic, an educator, and a psy- 
chologist who understands the relationship of art, 
childhood, and of education to human aspirations, 
growth, and world problems. The artist and the 
educator, the social scientist and others now have 
a human document in which all these attitudes and 
activities find a place—all pointing back through 
the years to the growing child. 

The author’s interpretation of integration is not 
the conventional one of casual relationship between 
one subject and another, so beloved of “progressive” 
teachers, but a rich fusion of art and life of all 
characteristics of personality and growth of the 
child—integrated through art and through the child. 

Life as we dream it, as we see it, as we feel and 
know it to be, is like the growth of a natural 
species, like the progress of man from savagery to 
civilization retaining racial memory, idealism, fan- 
tasy, and that “unity of consciousness which is the 
only source of social harmony and individual hap- 
piness.” 

Organic life, the element of rhythm and mo- 
mentum that is in all creative and created things 
and that is so exuberant in a child’s drawings, is 
the theme of the book. The author takes one 
through the process of discovery and understanding 
of what it is that makes the human animal in his 
creative moments reveal the divine attributes of 
fulfilment and beauty. He believes that this organic 
vitality and momentum of childhood can be sustained 
throughout life, in the adult as well as in the 
child—but that there must be drawn, into the con- 
spiracy of understanding, all those who with sym- 
pathy and insight wish for a better world. We need 
to follow through, to challenge the static, the 
formal modes of teaching and the worn out ideas 
about educating to a fixed pattern. 

The writer approaches his immense subject in 
an objective fashion but with distinctive interpreta- 
tion of the subjective mood of the creative spirit. 
He works like an artist, investigating, classifying, 
selecting, and coordinating his thesis. He recognizes 
the child’s compelling need to communicate his 
thoughts, feelings, and emotions to others. The 
psychologist will understand this wholesome ap- 
proach and the necessity of early release through 
such individual and creative acts. There may be 
other words and other meanings that are used by 
the scientist in his study of human behaviour and 
insecurity but the process of discovery is a similar 
one. 


In the final chapters of the volume Herbert 
Read discusses the study of art in relation to every 
age level from infancy to adult life. 

The book was written against the background 
of war when everything physical and material was 
in danger of destruction. In the dawn-light of a 
new world we are beginning to recognize the 
essential elements that survive all historic catas- 
trophies. The creative spirit of man is eternal. It 
can never be destroyed. The possessive is ever 
marked for destruction. 

It is more than a theme or treatise on education 
and art. It could be applied to economics, religion, 
and human relationships. 

ArTHUR Lisme_r, R.C.A., LL. D., 
Montreal Museum of Fine Arts, 
Montreal, Quebec. 


STALIN: A PotiticaL Brocrapuy. By Isaac Deut- 
scher. (Oxford University Press, 1949.) 


If the powerful tyrant, now known to the world 
as “Stalin,” personally rules Russia to the extent 
Mr. Isaac Deutscher suggests in the book he has 
named after him, it is most regrettable that so 
little personal knowledge of this terrible individual 
is known. 

Mr. Deutscher undoubtedly has done a magnifi- 
cent job in fulfilling the promise of his title so far 
as political biography is concerned. It is not the 
fault of Mr. Deutscher that the man, “Stalin,” does 
not emerge as a tangible entity to whom the scien- 
tific methods of psychiatric investigation can be 
applied. 

The real personality of this utterly ruthless dic- 
tator is not only hidden—as is all else of real sig- 
nificance—behind the Iron Curtain of Russian iso- 
lationism and secrecy but, as the author points out, 
real historical and personal facts are even further 
obscured by a continuous rewriting of events, each 
contradicting earlier accounts, in an endeavor to 
mould history and the Stalin personality and back- 
ground to the ever-changing facets of the Com- 
munist creed. 

In spite of all these difficulties, through the 
fascinating story of party intrigue and political 
manceuverings, Mr. Deutscher cleverly uncovers, 
here and there, enough of the man behind all the 
aliases, enough of the young divinity student, the 
Siberian exile, the political prisoner, the Guerrilla 
leader, the military sparkplug, the Party Secre- 
tary, to show how finally emerged “Stalin” the 
Red Tsar. 

This book is not only a worth-while study for 
the mental scientist, but one which will, it is to 
be hoped, provide enough background material to 
enable modern psychiatry to make its contribution 
to the finding of a solution to the menace to our 
civilization and way of life that is posed by Stalin 
and all he stands for and with. 

Nik CAvELL, Chairman, 
National Executive Committee, 
Canadian Institute of 
International Affairs. 
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PsyCHOTHERAPY, Its Uses AND LimiTaATIONS. By 
D. Rhodes Allison and R. G. Gordon. (Lon- 
don, New York, Toronto: Oxford University 
Press, 1948.) 


This little book, aimed at the medical profession 
in general, seeks to formulate the rationale of 
psychotherapy, and to review all the different 
classes of patients who may be considered for such 
treatment, with the general aim of getting psycho- 
therapy applied in those cases where it is most 
likely to be effective. The authors take a relatively 
conservative middle ground, which will probably 
be a help in securing a rather widely favorable re- 
ception, and may lead to a more extensive but dis- 
criminative utilization of psychotherapy. 

The book is clearly and skillfully written. It 
should be of interest to every psychiatrist, although 
psychiatrists who have had extensive psychothera- 
peutic experience will probably be annoyed by the 
authors’ categorical approach, in a field where 
other, and more individualistic, considerations may 
have much greater pertinence for psychotherapy 
than does the formal descriptive diagnosis. 

We 


OccuPATIONAL THERAPY SouRCcE Book. Edited by 
Sidney Licht, M.D. (Baltimore: The Williams 
and Wilkins Company, 1948.) 


Dr. Licht’s source book in occupational therapy 
has a delightful foreword by Dr. C. Charles Bur- 
lingame. In it Dr. Burlingame suggests that Dr. 
Licht should provide a sequel. We would heartily 
endorse the proposal. 

Occupational therapy, as a remedial form of 
treatment, is becoming more and more important. 
Very little has been written on the subject and 
good textbooks are difficult to obtain. Conse- 
quently, a source book that goes back to the time 
of Asclepiades, and then carefully reviews the 
subject until 1917, is valuable. It could well be an 
inspiration to others to contribute further to the 
field. 

This book, of necessity, deals with occupational 
therapy in relation to psychiatry because it was in 
this particular branch of medicine that “activity 
therapy” was started. Therefore, the chapters re- 
port on such well-known humanitarians as Pinel, 
Reil, Hallaran, Rush, Tuke, Esquirol, Leuret, Voi- 
sin, Kirkbride, and Eva Charlotte Reid. 

The laity, and particularly our own medical pro- 
fession, are inclined to consider occupational therapy 
merely a source of amusement for idle minds and 
hands. This book leaves no doubt that occupational 
therapy is the scientific use of such activities as 
games, dramatics, music, hobbies, and handicrafts. 
Each occupation is chosen bearing in mind the in- 
dividual needs of the patient. The therapist has to 
be well trained and well informed to have a group 
participating in some activity from which each will 
get the maximum of beneficial results and treat- 
ment. 

We would very much like to see Dr. Licht bring 
this fountainhead of information up to 1950 before 


occupational therapy becomes absorbed in the field 
of physical medicine. 
RutH M. Franks, M.D., 
Toronto, Canada. 


PsyCHIATRIC NEEDS IN REHABILITATION. A Study 
by the New York City Committee on Mental 
Hygiene of the State Charities Aid Associa- 
tion, 105 East 22nd Street (New York 10, 
New York, 1948. 


This pamphlet published by the New York City 
Committee on Mental Hygiene of the State Chari- 
ties Aid Association proposes to answer the fol- 
lowing questions: (1) What are the extent and 
nature of the psychiatric problems among men 
in New York City excluded from military service 
for neuropsychiatric disabilities? (2) How se- 
verely are these men handicapped for ordinary 
civilian life? (3) How many of them need psy- 
chiatric help? (4) What kinds of psychiatric help 
do they need? (5) To what extent can the psy- 
chiatric services now available meet their needs? 
(6) What can be done to reduce the gap between 
present needs and present resources for psychiatric 
aid in New York City? 

The survey was based on the study of 623 men 
rejected or discharged from the Armed Forces for 
neuropsychiatric disabilities. It was found that 
82% of the men studied needed some type of psy- 
chiatric services but of this group only 26% wanted 
and 5% were receiving them. In marked contrast, 
of those needing medical services, other than psy- 


chiatric, 74% wanted and 64% were receiving 
them. If all the neuropsychiatric rejectees and 


dischargees who need help did want it the facili- 
ties would be grossly inadequate to serve them. 
The facilities in the city are available for only a 
fraction of the needs of this group, yet these fa- 
cilities must serve the entire public, of which this 
group is only a segment. The need for increasing 
present psychiatric resources, the committee said, 
is aggravated by the inefficient use of those that 
are available. 

Forty-nine percent of the sample studied needed 
some type of vocational service, and of those 
who needed these services 40% wanted and 7% 
were receiving them. The present facilities and 
resources were found to be inadequate to meet 
present needs and many who have turned to these 
services find their problems still unsolved. The 
Committee believed that, although additional funds 
and resources are imperative, improvements could 
be effected even under existing limitations. It is 
by means of such excellent surveys as this that 
some idea of the true nature and extent of the 
psychiatric problems that face the communities 


and the profession can be estimated. This estimate 
is essential before we can speak with authority to 
the various agencies and groups interested in find- 
ing a solution to this serious problem. 
F. J. BraceLanp, M.D., 
Mayo Clinic, 
Rochester, Minn. 
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IN MEMORIAM 


ADOLF MEYER, M.D. 
1866-1950 


In the pleasant white house on Rugby 
Road in Baltimore, well known to all those 
who have been associated with the Henry 
Phipps Psychiatric Clinic and to many other 
members of the American Psychiatric Asso- 
ciation, Adolf Meyer died on March 17th 
in his 84th year. In the many years he lived 
there, a large number of persons visited his 
home—psychiatrists and other physicians, 
psychologists, anthropologists, philosophers, 
and other cultured and intelligent men and 
women with the most manifold interests. 
They came to seek help and guidance for 
problems or to receive stimulation from a 
highly intelligent man with vision and cour- 
age and with deep kindness and understand- 
ing. For generations the students of every 
first-year class of the Johns Hopkins Medical 
School were invited to their teacher’s home. 
They may not have been able to understand 
him fully, but they recognized his wisdom and 
his deep sincerity as a teacher and loved and 
admired him for it. The picture of the life 
on Rugby Road, the serious discussions in 
a library filled to the ceiling with books of 
the greatest variety, the music, the singing 
and conversation in a light sitting room and 
sun porch, small and large dinners where the 
young physician met famous American and 
foreign leaders of medicine—this life ex- 
pressed the living Adolf Meyer. 

His impact on psychiatry is of historical 
significance. A man with a sharp analytical 
mind, he exerted a wide and deep influence 
during the half century of his professional 
activities. Trained in comparative anatomy 
and pathology, where he made his first scien- 
tific contributions, he always insisted on clear 
observation of the facts and factors, on their 
description in unequivocal terms, and on the 
separation of facts and theories. His scien- 
tific mind looked constantly for experimental 
verification of observations. Experiment 
meant to him any dynamic situation that 
could be repeated under more or less con- 


trolled conditions. He constantly urged evalu- 
ation of observations in good and ill health 
as experiments of nature. 

Growing up in a period in which monistic 
thinking began to exert itself and in which 
man as an individual received attention, he 
developed these thoughts further into his 
concept of psychobiology. His inherent re- 
jection of dogmatism and of forcing indi- 
vidual illnesses and occurrences into rigid 
classifications made him the great opponent 
of Kraepelin’s psychiatry, which was based 
on Wundt’s dualistic psychology. His belief 
in dynamic psychology and in the reversi- 
bility of psychodynamic developments forced 
him to reject the theory that psychiatric ill- 
nesses should be considered primarily from 
the point of view of their final outcome. He 
was tireless in fighting the concept of de- 
mentia precox with its implication of hope- 
lessness and terminal dementia. His dynamic 
psychopathology lead him early to formulate 
the concept of reaction-type instead of dis- 
ease-entity. His interest in the individual 
patient expressed itself in unceasing modi- 
fications in treatment and in attempts to un- 
derstand the factors that permitted the per- 
son to become sick. 

Living in the stirring period of the de- 
velopment of psychoanalysis, he supported 
Freud and his group but refused to accept 
many of his theories, especially those of the 
unconscious and of the structure of person- 
ality. He recognized the stimulating imagi- 
nation and acknowledged fully the great 
achievements of Freud, although unhesitat- 
ingly warning against generalizations and 
thinking by analogy. Fully aware of the 
dangers of being quoted out of context, he 
was cautious in formulating his statements. 
In personal conversation he accepted Freud’s 
contributions much more widely than was 
generally assumed. 

The Henry Phipps Psychiatric Clinic, 
which Dr. Meyer planned and developed, 


79 


80 


IN MEMORIAM 


[July 


expressed his concept of psychiatry—study 
and treatment of patients, teaching, and re- 
search. The small number of patients was 
essential to him. Each patient was a psycho- 
biologic unit, an individual and life-grown 
personality, influenced by and adjustable to 
his environment. He demanded, therefore, 
detailed case records that should become the 
basis for clinical research. A physiologic- 
internal medical service was necessary for 
the study of the influences of physical fac- 
tors on psychologic and psychopathologic 
functions, and of psychopathologic reactions 
on physiologic functions. From this teaching 
psychosomatic medicine evolved. His stress 
on psychology being of fundamental impor- 
tance to psychiatry lead to the integration of 
a psychologic service into the clinic, a ser- 
vice in which pure and applied psychology 
had an opportunity for clinical and experi- 
mental research. To complete the study of 
patients an anatomic laboratory, devoted to 
the study of the normal and the pathologic 
brain, was considered essential. This labo- 
ratory was directed by him personally and 
permitted him to devote time to the teaching 
of a reconstruction course of the brain by 
means of serial sections. In this laboratory 
he continued his previous studies on aphasia 
and on the occipital lobe. The study of the 
patient’s environment and the adjustment of 
disturbing social factors were achieved by 
direct contact of the physicians with mem- 
bers of the family and other essential per- 
sons, or indirectly through the social worker. 
This interest in the dynamics of social fac- 
tors is seen throughout his professional life 
and played a great role in the development 
of psychiatric social service, of many aspects 
of community psychiatry, of child psychia- 
try, and of mental hygiene. Through inte- 


gration of his clinic in the Johns Hopkins 
Hospital, psychiatric thinking and activities 
permeated other departments and formed 
the basis for the development of psychiatric 
activities in general hospitals. 

Dr. Meyer’s influence as a teacher was 
great in personal contacts and on individual 
patients, and through his publications on 
medical education. His clinic became the 
place for training for many of the teachers 
in American and British psychiatry. Watch- 
ing him interview patients was an unusual 
opportunity to share his methods of study 
and treatment. The celebrated staff meetings 
brought forth fundamental issues in current 
and past psychiatry. 

Dr. Meyer’s broad concept of psychiatry 


made him join various professional groups, | 


in each of which his dynamic influence was 
felt. This influence was strong in the ac- 
tivities and the development of the American 
Psychiatric Association, of which he was 
president 1927-1928. He was a restless 
stimulator of the members of the Associa- 
tion, truly progressive in his thinking and 
actions but always considering all funda- 
mental issues involved before urging decisive 
steps. His constructive criticism was con- 
stantly felt. In mediating controversies he 
strove for practical compromises but never 
compromised on a principle. 

Through his personal example and his 
teaching he reorganized psychiatry in the 
universities and in the state hospitals, in 
city and rural districts. Through him more 
than anyone else American psychiatry be- 
came what it is today. His influence has 
become permanent and his life part of the 
history of psychiatry. 

Oskar DiEtTHELM, M. D. 
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